DOMESTIC  VIOLENCE  AS  A  PUBUC  HEALTH  ISSUE 


HEARING 

BEFORE  THE 

HUMAN  RESOURCES  AND  INTERGOVERNMENTAL 
RELATIONS  SUBCOMMITTEE 

OF  THE 

COMMITTEE  ON 
GOVERNMENT  OPERATIONS 
HOUSE  OF  REPRESENTATIVES 

ONE  HUNDRED  THIRD  CONGRESS 
SECOND  SESSION 

OCTOBER  5,  1994 


Printed  for  the  use  of  the  Committee  on  Government  Operations 


U.S.  GOVERNMENT  PRINTING  OFFICE 
85-915  CC  WASHINGTON  :  1995 


For  sale  by  the  U.S.  Government  Printing  Office 
Superintendent  of  Documents,  Congressional  Sales  Office,  Washington,  DC  20402 
ISBN  0-16-047443-4 


COMMITTEE  ON  GOVERNMENT  OPERATIONS 


JOHN  CONYERS, 
CARDISS  COLLINS,  Illinois 
HENRY  A.  WAXMAN,  California 
MIKE  SYNAR,  Oklahoma 
STEPHEN  L.  NEAL,  North  Carolina 
TOM  LANTOS,  California 
MAJOR  R.  OWENS,  New  York 
EDOLPHUS  TOWNS,  New  York 
JOHN  M.  SPRATT,  Jr.,  South  Carolina 
GARY  A.  CONDIT,  California 
COLLIN  C.  PETERSON,  Minnesota 
KAREN  L.  THURMAN,  Florida 
BOBBY  L.  RUSH,  Ilhnois 
CAROLYN  B.  MALONEY,  New  York 
THOMAS  M.  BARRETT,  Wisconsin 
DONALD  M.  PAYNE,  New  Jersey 
FLOYD  H.  FLAKE,  New  York 
JAMES  A.  HAYES,  Louisiana 
CRAIG  A.  WASHINGTON,  Texas 
BARBARA-ROSE  COLLINS,  Michigan 
CORRINE  BROWN,  Florida 
MARJORIE  MARGOLIES-MEZVINSKY, 

Pennsylvania 
LYNN  C.  WOOLSEY,  California 
GENE  GREEN,  Texas 
BART  STUPAK,  Michigan 


Michigan,  Chairman 

WILLIAM  F.  CLINGER,  Jr.,  Pennsylvania 

AL  McCANDLESS,  California 

J.  DENNIS  HASTERT,  Illinois 

JON  L.  KYL,  Arizona 

CHRISTOPHER  SHAYS,  Connecticut 

STEVEN  SCHIFF,  New  Mexico 

CHRISTOPHER  COX,  California 

CRAIG  THOMAS,  Wyoming 

ILEANA  ROS-LEHTINEN,  Florida 

DICK  ZIMMER,  New  Jersey 

WILLIAM  H.  ZELIFF,  Jr.,  New  Hampshire 

JOHN  M.  MCHUGH,  New  York 

STEPHEN  HORN,  Cahfomia 

DEBORAH  PRYCE,  Ohio 

JOHN  L.  MICA,  Florida 

ROB  PORTMAN,  Ohio 

FRANK  D.  LUCAS,  Oklahoma 


BERNARD  SANDERS,  Vermont 
(Independent) 


Julian  Epstein,  Staff  Director 
Matthew  R.  Fletcher,  Minority  Staff  Director 


Human  Resources  and  Intergovernmental  Relations  Subcommittee 

EDOLPHUS  TOWNS,  New  York,  Chairman 

HENRY  A.  WAXMAN,  California  STEVEN  SCHIFF,  New  Mexico 

THOMAS  M.  BARRETT,  Wisconsin  JOHN  L.  MICA,  Florida 

DONALD  M.  PAYNE,  New  Jereey  ROB  PORTMAN,  Ohio 

CRAIG  A.  WASHINGTON,  Texas   

BERNARD  SANDERS,  Vermont  (Ind.) 

Ex  Officio 

JOHN  CONYERS,  Jr.,  Michigan  WILLIAM  F.  CLINGER,  Jr.,  Pennsylvania 

Ronald  A.  Stroman,  Staff  Director 
Cherri  L.  Branson,  Associate  Counsel 
Martine  M.  DiCroce,  Clerk 
Martha  B.  Morgan,  Minority  Professional  Staff 


(II) 


I  CMS  Libi'ary 
\  C2-07-i3 

750G  Security  Blvd. 
[Baltimore,  Haryj-^nd 


CONTENTS 


Page 


Hearing  held  on  October  5,  1994    1 

Statement  of: 

Campbell,  Jacquelyn  C,  Ph.D.,  R.N.,  FAA.N.,  chair,  expert  panel  on 
violence,  American  Academy  of  Nursing,  professor,  John  Hopkins  Uni- 
versity School  of  Nursing    114 

Doe,  Jane,  House  of  Ruth    106 

Falkenberg,  Nanette,  on  behalf  of  executive  director.  Family  Violence 
Prevention  Fund,  Health  Resource  Center  on  Domestic  Violence    96 

Goodman,  Lisa,  Ph.D.,  American  Psychological  Association   143 

Kreidler,  Hon.  Mike,  a  Representative  in  Congress  from  the  State  of 
Washington   64 

MacLeod,  Bruce  A.,  M.D.,  FA.C.E.P.,  chairman.  Department  of  Emer- 
gency Medicine,  Mercy  Hospital  of  Pittsburgh    123 

McAfee,  Robert  E.,  president,  American  Medical  Association    4 

Nichols,  Christel,  executive  director.  House  of  Ruth,  Washington,  DC    107 

Rosenberg,  Mark,  Director,  National  Center  for  Injury  Prevention  and 
Control,  Centers  for  Disease  Control  and  Prevention   68 

Salber,  Patricia  R.,  M.D.,  F.A.C.E.P.,  board  of  directors,  American  College 
of  Emercency  Physicians   128 

Tate,  Kim  M.,  Office  of  the  District  Attorney,  Savannah,  OA   87 

Towns,  Hon.  Edolphus,  a  Representative  in  Congress  from  the  State 
of  New  York,  and  chairman,  Human  Resources  and  Intergovernmental 
Relations  Subcommittee:  Opening  statement   1 

Wyden,  Hon.  Ron,  a  Representative  in  Congress  from  the  State  of  Or- 
egon   60 

Letters,  statements,  etc.,  submitted  for  the  record  by: 

Campbell,  Jacquelyn  C,  Ph.D.,  R.N.,  FAA.N.,  chair,  expert  panel  on 
violence,  American  Academy  of  Nursing,  professor,  John  Hopkins  Uni- 
versity School  of  Nursing:  Prepared  statement   116 

Falkenberg,  Nanette,  on  oehalf  of  executive  director.  Family  Violence 
Prevention  Fund,  Health  Resource  Center  on  Domestic  Violence:  Pre- 
pared statement    99 

Goodman,  Lisa,  Ph.D.,  American  Psychological  Association:  Prepared 
statement    145 

Kreidler,  Hon.  Mike,  a  Representative  in  Congress  from  the  State  of 
Washington:  Prepared  statement    66 

MacLeod,  Bruce  A.,  M.D.,  FA.C.E.P.,  chairman,  Depsirtment  of  Emer- 
gency Medicine,  Mercy  Hospital  of  Pittsburgh:  Prepared  statement    125 

McAfee,  Robert  E.,  president,  American  Medical  Association:  Prepared 
statement    7 

Nichols,  Christel,  executive  director.  House  of  Ruth,  Washington,  DC: 
Prepared  statement    110 

Rosenbere,  Mark,  Director,  National  Center  for  Injury  Prevention  and 
Control,  Centers  for  Disease  Control  and  Prevention:  Prepared  state- 
ment   71 

Salber,  Patricia  R.,  M.D.,  F.A.C.E.P.,  board  of  directors,  American  College 
of  Emergency  Physicians:  Prepared  statement    130 

Tate,  Kim  M.,  Office  of  the  District  Attorney,  Savannah,  GA:  Prepared 
statement   89 

Towns,  Hon.  Edolphus,  a  Representative  in  Congress  from  the  State 
of  New  York,  and  chairman.  Human  Resources  and  Intergovernmental 
Relations  Subcommittee:  Opening  statement   2 

Wyden,  Hon.  Ron,  a  Representative  in  Congress  from  the  State  of  Or- 
egon: Prepared  statement    62 


(III) 


IV 

Page 

APPENDIX 

Material  submitted  for  the  hearing  record    163 


DOMESTIC  VIOLENCE  AS  A  PUBLIC  HEALTH 

ISSUE 


WEDNESDAY,  OCTOBER  5,  1994 

House  of  Representatives, 

Human  Resources  and 
Intergovernmental  IIelations  Subcommittee 
OF  THE  Committee  on  Government  Operations, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  10:01  a.m.,  in  room 
2247,  Rayburn  House  Office  Building,  Hon.  Edolphus  Towns  (chair- 
man of  the  subcommittee)  presiding. 

Present:  Representatives  Edolphus  Towns,  Thomas  M.  Barrett, 
and  Steven  Scniff. 

Also  present:  Cherri  L.  Branson,  associate  counsel;  Martine  M. 
DiCroce,  clerk;  and  Martha  B.  Morgan,  minority  professional  staff. 
Committee  on  Government  Operations. 

OPENING  STATEMENT  OF  CHAIRMAN  TOWNS 

Mr.  Towns.  We  will  now  move  into  the  hearing.  It  is  my  under- 
standing that  Dr.  McAfee  must  get  to  Dulles.  In  addition,  I  want 
to  ask  the  members  of  the  subcommittee  to  refrain  from  asking 
questions  here  because  we  are  trying  to  get  him  through  his  entire 
testimony  in  time  for  him  to  make  a  flight.  We  are  going  to  deviate 
from  the  normal  pattern. 

I  understand  protocol,  but  at  this  time  I  would  like  to  ask  for  an 
exception  and  ask  the  Members  to  wait  until  after  Dr.  McAfee  tes- 
tifies. Thank  you  very  much  for  your  cooperation.  Dr.  McAfee,  your 
entire  statement  will  be  included  in  the  record.  If  you  could  just 
summarize  within  5  minutes,  we  would  greatly  appreciate  it. 

[The  prepared  statement  of  Mr.  Towns  follows:] 
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OCTOBER  5,  1994 

THANK  YOU  FOR  ATTENDING  THE  SUBCOMMITTEE  ON  HUMAN  RESOURCES 
AND  INTERGOVERNMENTAL  RELATIONS  HEARING  ON  "DOMESTIC  VIOLENCE  AS  A 
PUBLIC  HEALTH  ISSUE". 

THE  HEARING  WILL  EXAMINE  THE  FEDERAL  RESPONSE  TO  DOMESTIC 
VIOLENCE,  THE  VIEW  OF  INTERSPOUSAL  AND  INTRA-PARTNER  VIOLENCE  AS  A 
PUBLIC  HEALTH  ISSUE,  THE  MENTAL  HEALTH,  PHYSICAL  WELL-BEING  AND 
FINANCIAL  COSTS  OF  DOMESTIC  VIOLENCE  AND  POTENTIAL  PREVENTATIVE 
ACTIONS  WITHIN  AND  OUTSIDE  OF  THE  FEDERAL  GOVERNMENT. 


UNTIL  RECENTLY,  DOMESTIC  VIOLENCE  HAS  BEEN  VIEWED  PRIMARILY 
AND  PREDOMINANTLY  AS  A  CRIMINAL  JUSTICE  ISSUE.  THEREFORE, 
PROPONENTS  FOR  A  SOLUTION  TO  THE  DOMESTIC  VIOLENCE  PROBLEM  URGED 
STATE  LEGISLATURES  TO  PASS  LAWS  WHICH  ALLOWED  THE  ABUSED  SPOUSE  TO 
OBTAIN  TEMPORARY  RESTRAINING  AND  PROTECTIVE  ORDERS;  REQUIRED  LOCAL 
POLICE  AUTHORITIES  TO  ARREST  OR  OTHERWISE  REMOVE  AN  ABUSIVE  SPOUSE 
FROM  THE  HOME  AND  FUND  SHELTERS  FOR  BATTERED  WOMEN.  HOWEVER  THOSE 
MEASURES  DID  NOT  DECREASE  THE  INCIDENCE  OR  SEVERITY  OF  DOMESTIC 
VIOLENCE. 


TODAY,  DOMESTIC  VIOLENCE  IS  THE  LEADING  CAUSE  OF  DEATH  AND 
INJURY  TO  WOMEN  BETWEEN  THE  AGES  OF  15  AND  44.  MOST  STUDIES 
SUGGEST  THAT  BETWEEN  2  MILLION  AND  4  MILLION  WOMEN  ARE  PHYSICALLY 
BATTERED  EACH  YEAR  BY  PARTNERS  INCLUDING  HUSBANDS,  FORMER  HUSBANDS 
AND  INTIMATE  PARTNERS.  OVER  ONE  MILLION  WOMEN,  ACCOUNTING  FOR  20- 
30%  OF  ALL  HOSPITAL  EMERGENCY  ROOM  VISITS  BY  INJURED  WOMEN  ARE  THE 
RESULT  OF  DOMESTIC  VIOLENCE.  THE  FBI  ESTIMATES  THAT  30%  OF  WOMEN 
WHO  WERE  MURDERED  IN  1990  WERE  KILLED  BY  HUSBANDS  OR  BOYFRIENDS. 

ADDITIONALLY,  DOMESTIC  VIOLENCE  HAS  A  SERIOUS  MENTAL  HEALTH 
COMPONENT.     THE  MOST  COMMON  DIAGNOSIS  IS  DEPRESSION. 


AND    DOMESTIC    VIOLENCE    IS    A    MAJOR    PREDICATE    FOR  SUICIDE 
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ATTEMPTS  AND  SUBSTANCE  ABUSE  AMONG  WOMEN.  TWENTY-FIVE  PERCENT  OF 
FEMALE  SUICIDES  ARE  BATTERED  WOMEN  AND  25  PERCENT  OF  WOMEN  SEEKING 
EMERGENCY  PSYCHIATRIC  SERVICES  HAVE  BEEN  ASSAULTED  BY  A  CXnUlENT  OR 
FORMER  SPOUSE,   OR  INTIMATE  PARTNER. 

FINALLY,  DOMESTIC  VIOLENCE  HAS  SOCIETAL  COSTS  OUTSIDE  OF  THE 
FAMILY.  THE  AMA  HAS  ESTIMATED  THAT  THE  COSTS  OF  TREATING  DOMESTIC 
VIOLENCE  RANGES  BETWEEN  $2  AND  $5 . 3  BILLION  IN  DIRECT  MEDICAL  COSTS 
TO  HEALTH  CARE  ANNUALLY.  ACCORDING  TO  THE  BUREAU  OF  NATIONAL 
AFFAIRS,  DOMESTIC  VIOLENCE  COSTS  BUSINESS  $3-5  BILLION  ANNUALLY  IN 
LOSS  OF  PRODUCTIVITY  DUE  TO  ABSENTEEISM,  EMPLOYEE  TURNOVER  AND 
HEALTH-CARE  EXPENSES. 

VIEWING  DOMESTIC  VIOLENCE  AS  A  PUBLIC  HEALTH  ISSUE  IS  NOT  AN 
ISSUE  OF  RE-DEFINING  OR  RE-EXAMINING  THE  CAUSES  OR  CONSEQUENCES  OF 
VIOLENCE.  INSTEAD,  THE  CONCEPT  OF  DOMESTIC  VIOLENCE  AS  A  PUBLIC 
HEALTH  ISSUE  INVOLVES  THE  USE  OF  PUBLIC  HEALTH  APPROACHES  TO 
ADDRESS  THE  PROBLEM  OF  DOMESTIC  VIOLENCE.  IN  ESSENCE  PUBLIC  HEALTH 
APPROACHES  FOCUS  ON  PREVENTION,  EDUCATION,  GOAL-ORIENTED  PRACTICES 
AND  MOBILIZING  EXISTING  INTERDISCIPLINARY  RESOURCES  TO  REDUCE 
OCCURRENCE. 

CLEARLY,  DOMESTIC  VIOLENCE  IS  A  MULTI-LAYERED  PROBLEM  WHICH 
MAY  REQUIRE  SEVERAL  DIFFERENT  TYPES  OF  SOLUTIONS.  HOWEVER,  THE 
MOST  IMPORTANT  STEP  IN  THE  PROCESS  OF  ELIMINATING  VIOLENCE  AGAINST 
WOMEN  MAY  SIMPLY  BE  PUBLIC  AWARENESS.  LAST  YEAR,  HOUSE  JOINT 
RESOLUTION  178,  WHICH  WOULD  HAVE  DECLARED  OCTOBER  1994  AS  DOMESTIC 
VIOLENCE  AWARENESS  MONTH  WAS  INTRODUCED.  THE  MEASURE  WAS  PASSED  BY 
THE  HOUSE  OF  REPRESENTATIVES  ON  OCTOBER  26,  1993.  THE  BILL  WAS 
REFERRED  TO  THE  JUDICIARY  COMMITTEE  OF  THE  SENATE.  IT  IS  STILL 
THERE. 
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STATEMENT  OF  ROBERT  E.  McAFEE,  PRESIDENT,  AMERICAN 

MEDICAL  ASSOCIATION 

Dr.  McAfee.  Thank  you  very  much,  Mr.  Chairman.  I  thank  Con- 
gressman Wyden  and  others  who  I  hopefully  have  not  inconven- 
ienced with  this.  The  reason  I  asked  for  this  exception  is  that  I  do 
have  an  assignment  to  speak  on  domestic  violence  tonight  before 
a  rather  large  group  of  people  at  8.  It  happens  to  be  5,000  miles 
from  here,  and  that  is  what  makes  my  travel  important. 

Mr.  Towns.  And  Dulles  Airport  is  so  far  away. 

Dr.  McAfee.  It  seems  that  way,  doesn't  it. 

Mr.  Chairman  and  members  of  the  subcommittee,  I  am  Bob 
McAfee.  I  am  a  practicing  general  surgeon  in  Portland,  ME,  and  I 
am  president  of  the  American  Medical  Association. 

On  behalf  of  the  AMA,  I  am  very  pleased  to  have  this  oppor- 
tunity to  testify  regarding  the  very  serious  issue  of  domestic  vio- 
lence. We  commend  the  subcommittee  for  holding  this  hearing  and 
delving  into  the  subject  of  domestic  violence.  Violence  in  general  is 
totally  unacceptable,  but  particularly  insidious  and  troubling  is  do- 
mestic violence  in  our  society  today. 

The  prevalence  of  such  violence  is  an  absolute  national  disgrace. 
Violence  is  the  leading  cause  of  injuries  to  women.  Each  12  sec- 
onds, 24  hours  a  day,  365  days  a  year,  a  woman  is  punched  or 
kicked  or  slapped  or  worse  in  this  country.  An  estimated  2  to  4  mil- 
lion women  are  battered  each  year  by  their  partners.  Thirty-five 
percent  of  women  who  seek  emergency  treatment  in  emergency 
wards  are  victims  of  violence. 

An  estimated  12  rapes  occur  every  hour.  Up  to  30  percent  of  ob- 
stetric patients  are  physically  abused  while  pregnant,  and  50  per- 
cent of  women  murdered  in  the  United  States  are  killed  by  their 
partners,  those  who  theoretically  should  love  them  the  most. 
Women  who  are  victims  of  abuse  are  more  likely  to  abuse  their 
children,  and  these  sobering  statistics  clearly  demonstrate  that  do- 
mestic violence  in  the  United  States  is  a  major  medical  and  public 
health  problem. 

I  will  never  forget  the  day  that  I  met  a  cardiologist  who  started 
a  hospital-based  treatment  center  in  Kenosha,  WI,  for  abused 
women.  When  I  met  him,  I  said,  "Kevin,  I  understand  you  are  a 
cardiologist."  He  said,  "yes."  I  said,  *TDut  I  also  understand  that  you 
treat  battered  women."  He  said,  "yes,  and  so  do  you."  And  that  is 
a  message  I  have  carried  to  every  medical  audience  across  this 
country:  that  if  you  treat  adult  patients,  you  have  had  in  your  of- 
fice within  the  last  2  weeks  at  least  one  victim  of  domestic  violence, 
and  unless  you  begin  to  screen  and  ask,  you  will  not  know  who 
that  is. 

The  AMA  and  physicians  have  been  and  continue  to  be  very  ac- 
tive in  efforts  to  address  problems  of  domestic  and  family  violence. 
In  the  past  several  years,  we  have  undertaken  a  substantial  num- 
ber of  activities  in  the  area  of  family  violence  control  and  preven- 
tion. 

For  example,  the  AMA  has  published  and  widely  distributed  its 
diagnostic  and  treatment  guidelines  on  child  physical  abuse,  child 
sexual  abuse,  domestic  violence,  and  elderly  abuse.  Also,  we  believe 
that  our  strong  voice  in  support  of  the  Violence  Against  Women  Act 
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assisted  significantly  in  its  inclusion  in  the  crime  bill  signed  by  the 
President  last  month. 

As  the  president  of  the  AMA,  I  take  pride  in  the  fact  that  we 
have  organized  a  National  Coalition  of  Physicians  Against  Violence, 
now  numbering  in  excess  of  7,000  physicians.  Also,  on  March  11th 
through  the  13th  of  this  year,  we  cosponsored  a  National  Con- 
ference on  Family  Violence,  along  with  the  American  Bar  Associa- 
tion entitled,  "Health  and  Justice  in  Family  Violence,"  in  Washing- 
ton, DC,  which  focused  on  how  medicine  and  the  law  can  work  ef- 
fectively together  to  address  family  violence. 

We  have  presented  testimony  many  times  before  the  Congress  on 
the  subject  of  domestic  and  family  violence.  We  are  on  the  front 
lines,  Mr.  Chairman,  trying  to  reverse  this  epidemic.  With  a  prob- 
lem as  prevalent  as  domestic  violence,  the  AMA  guidelines  rec- 
ommend routine  screening  in  the  primary  care  setting. 

Physicians  must  be  on  the  lookout  and  must  use  their  position 
of  trusted  caregivers  to  help  their  patients  who  are  victimized  by 
violence.  Our  research  indicates  that  80  percent  of  Americans  feel 
that  they  could  confide  in  a  physician  if  they  had  been  either  a  vic- 
tim or  a  perpetrator  of  family  violence.  That  is  slightly  more  than 
wish  to  tell  their  priest,  their  pastor  or  their  rabbi,  and  certainly 
it  is  considerably  more  than  wish  to  tell  the  police. 

Patients  clearly  trust  their  physicians,  and  we  must  continue  to 
justify  that  trust.  Routine  screening  of  all  women  patients  should 
take  place  in  all  settings  where  care  is  rendered — surgical,  primary 
care,  pediatric,  prenatal  particularly,  and  mental  health  settings, 
as  well  as  emergency  departments,  because  some  women  may  not 
initially  recognize  themselves  as  battered. 

The  physician  should  routinely  ask  all  women  direct  specific 
questions  about  abuse.  The  medical  encounter  may  provide  the 
only  opportimity  to  stop  the  cycle  of  violence  before  more  serious 
injuries  occur,  and  intervention  begins  by  gathering  information. 
Providing  the  woman  with  a  different  kind  of  experience,  one  in 
which  she  is  respected  and  taken  seriously,  one  that  lets  her  know 
she  doesn't  deserve  to  be  abused,  one  that  offers  the  possibility  of 
support  and  safety  and  one  that  encourages  her  own  choices  and 
decisionmaking,  is  in  itself  therapeutic  and  an  important  step. 

In  situations  where  domestic  violence  is  occurring,  it  is  impera- 
tive that  the  physician  inquire  about  a  battered  woman's  safety  be- 
fore she  leaves  the  medical  setting.  The  severity  of  current  or  past 
injury  is  not  an  accurate  predictor  of  future  violence.  Many  women 
minimize  the  danger  that  they  face.  After  assessing  the  situation, 
plans  for  the  woman's  safety  should  be  discussed  before  she  leaves 
the  physician's  office. 

Various  options  should  be  considered.  Does  she  have  friends  and 
family  with  whom  she  can  stay,  does  she  want  immediate  access 
to  a  shelter?  If  none  is  available,  can  she  be  admitted  to  the  hos- 
pital? Does  she  need  referrals  to  local  domestic  violence  organiza- 
tions? If  the  patient  feels  it  is  safe  to  do  so,  she  should  be  provided 
with  written  information,  including  phone  numbers  on  legal  op- 
tions, local  counseling  and  crisis  intervention  services,  shelters  and 
commimity  resources. 


In  addition,  educational  materials  on  domestic  violence  in  wait- 
ing areas  and  examination  rooms  may  help  patients  identify  such 
violence  as  a  personal  health  problem. 

In  conclusion,  Mr.  Chairman,  the  AMA  is  strongly  concerned 
about  the  domestic  and  family  violence  so  prevalent  in  our  society 
today,  and  about  the  impact  it  exerts  on  our  health  care  system. 
The  issue  of  family  violence  has  direct  relevance  to  all  practicing 
physicians.  It  is  the  practicing  physician  who  must  treat  the  results 
of  such  violence. 

We  have  worked  hard  to  bring  about  changes  for  the  better,  and 
we  will  continue  to  do  so.  Striving  to  effect  a  curbing  of  family  vio- 
lence is  a  major  goal  of  the  American  Medical  Association.  This 
past  June,  characterizing  family  violence  as  a  "centerpiece  public 
health  issue,"  our  House  of  Delegates  resolved  to  continue  its  lead- 
ership role  in  bringing  physicians  and  other  professionals  and  their 
organizations  into  collaborative  efforts  to  prevent  and  reduce  fam- 
ily violence  in  our  society. 

Finally,  I  would  like  to  conclude  with  a  special  appeal  to  all 
women  perhaps  hearing  television  or  radio  accounts  or  reading 
newspaper  articles  about  this  hearing,  Mr.  Chairman:  "If  violence 
is  a  part  of  your  life,  talk  to  your  doctors.  They  will  listen.  They 
do  care.  They  want  to  help,  ana  they  are  ready  to  help." 

I  thank  you  very  much,  Mr.  Chairman,  for  the  opportunity  to  ap- 
pear today,  and  particularly  your  kindness  in  accommodating  my 
schedule. 

[The  prepared  statement  of  Mr.  McAfee  follows:] 
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Mr.  Chairman  and  Members  of  the  Committee: 

My  name  is  Robert  E.  McAfee,  MD.  I  am  a  practicing  general  surgeon  in  Portland,  Maine,  and 
President  of  the  American  Medical  Association  (AMA).  Accompanying  me  today  is  JefTery  M. 
Stokols,  JD,  senior  legislative  counsel  with  the  AMA's  Division  of  Federal  Legislation.  On  behalf  of 
the  AMA,  I  am  pleased  to  have  diis  opportunity  to  testify  regarding  the  very  serious  issue  of  domestic 
violence.  As  physicians,  we  are  deeply  distressed  by  the  volume  of  care  that  we  provide  as  a  direct 
result  of  violence  in  tfiis  country,  including  domestic  violence. 

Introduction 

We  commend  the  Committee  for  holding  this  hearing  and  delving  into  the  subject  of  domestic 
violence.  It  is  particularly  noteworthy  that  the  hearing  is  being  held  in  October,  at  the  one  year 
anniversary  of  Domestic  Violence  Awareness  Month.  However,  regardless  of  the  particular  month, 
physicians  are  witnesses  to  the  fact  that  for  its  victims,  domestic  violence  is  not  merely  a  month-long 
recognition  —  it  is  a  daily,  a  weekly,  and  all  too  often  a  lifelong  struggle. 


Violence  in  this  country  today,  in  all  of  its  forms,  has  indisputably  become  a  major  medical  and  public 
health  epidemic.  America  today  is  a  land  of  violence.  Violence  absolutely  surrounds  us  in  our 
society;  we  cannot  run  or  hide  from  it,  we  cannot  escape  it.  The  severe,  broad-reaching  negative 
impact  of  violence  on  the  health  of  individual  Americans,  their  families  and  the  nation  results  in  a 
huge  and  ever-growing  number  of  encounters  with  the  health  care  system.  Care  for  the  victims  of 
violence  strains  the  health  care  system  and  adds  significantly  and  unnecessarily  to  the  U.S.  health  care 
bill.  This  avoidable  care  is  growing  in  prominence  as  a  source  of  our  nation's  health  care 
expenditures.  It  has  been  reported  that  over  500,000  emergency  department  visits  annually  are  due  to 
violence-related  injury  and  that  two-thirds  of  crime  victims  treated  in  hospitals  are  uninsured.  It  has 
been  estimated  that  the  direct  medical  costs  of  all  violence-related  injuries  add  more  than  $5.3  billion 
to  U.S.  health  expenditures. 

Violence  in  general  is  totally  unacceptable,  but  particularly  insidious  and  troubling  is  domestic 
violence  in  our  society  today.  The  prevalence  of  such  violence  is  an  absolute  national  disgrace. 
Violence  is  the  leading  cause  of  injuries  in  women.  Every  12  seconds,  24  hours  a  day,  365  days  a 
year,  a  woman  is  punched,  kicked,  slapped  —  or  worse  ~  in  this  country.  An  estimated  2-4  million 
women  are  battered  each  year  by  their  partners.  35%  of  women  who  seek  emergency  department 
treatment  are  the  victims  of  violence.  An  estimated  12  rapes  occur  every  hour.  37%  of  obstetric 
patients  are  physically  abused  while  pregnant.  50%  of  women  murdered  in  the  U.S.  are  killed  by  their 
partners.    Women  who  are  victims  of  abuse  are  more  likely  to  abuse  their  children.  These  sobering 
statistics  clearly  demonstrate  that  domestic  violence  in  the  U.S.  is  a  major  medical  and  public  health 
issue. 
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Past  AMA  Actions 

The  AMA  and  physicians  have  been,  and  continue  to  be,  very  active  in  efforts  to  address  problems  of 
domestic  and  family  violence.  In  the  past  several  years,  we  have  undertaken  a  substantial  number  of 
activities  in  the  area  of  family  violence  control  and  prevention.  These  activities  are  described  in  the 
attached  1993  Report  of  the  AMA  Board  of  Trustees.   This  report  is  a  follow-up  to  the  attached  1991 
AMA  Council  on  Scientific  Affairs  report  that  addresses  violence  against  women  and  that  initiated  a 
broad-based  AMA  campaign  to  alert  and  educate  the  health  care  community  to  the  widespread 
prevalence  of  violence  against  women.  Physicians  see  the  results  of  violence  far  too  often,  and  we  are 
sensitive  to  the  needs  of  these  victims  of  violence.   To  break  what  must  be  viewed  as  a  cycle  of 
violence,  physicians  are  coimnitted  to  help  the  victims  of  violence  take  steps  to  prevent  repeat 
victimization. 

As  part  of  our  campaign  against  family  violence,  the  AMA  has  published  and  widely  distributed  its 
Diagnostic  and  Treatment  Guidelines  on  child  physical  abuse,  child  sexual  abuse,  domestic  violence, 
and  elder  abuse.  Additionally,  on  November  12  of  last  year,  we  testified  before  the  United  States 
Senate  Judiciary  Committee  on  the  "Violence  Against  Women  Act,"  at  which  time  we  expressed  the 
extreme  concern  of  the  physician  community  over  the  detestable  problem  of  violence  i^ainst  women 
in  our  society  and  supported  the  bill.  In  May  of  this  year,  in  a  letter  to  Senate  and  House  crime  bill 
conferees,  we  reiterated  our  support  for  the  provisions  of  this  Act.  We  believe  that  our  strong  voice  in 
support  of  the  "Violence  Against  Women  Act"  contributed  significantly  in  the  inclusion  of  its 
provisions  in  the  crime  bill  signed  by  the  President  last  montfi. 

Physical  and  sexual  violence  against  women  is  at  epidemic  proportions,  the  social  and  economic  costs 
to  society  are  staggering,  and  we  must  take  definite  steps  to  get  this  major  problem  under  control 
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before  more  innocent  people  are  victimized.  The  AMA  believes  that,  until  the  problem  is  confronted 
and  solved,  the  nation's  conscience  must  be  continually  reminded  of  the  prevalence  and  severity  of 
domestic  violence  and  of  our  individual  and  collective  responsibility  to  stop  this  epidemic.  The  AMA 
pledges  to  continue  its  active  role  in  confronting  the  problem  and  educating  our  physicians  and  the 
public. 

As  the  President  of  the  AMA,  I  take  pride  in  the  fact  that  we  have  organized  a  national  coalition  of 
physicians  against  violence.  Also,  on  March  11-13  of  this  year,  we  sponsored  the  National 
Conference  on  Family  Violence:  Health  and  Justice  in  Washington,  D.C.,  which  focused  on  how 
medicine  and  the  law  can  woric  effectively  together  to  address  family  violence.  We  have  presented 
testimony  many  times  before  the  Congress  on  the  subject  of  domestic  and  family  violence,  most 
recently  before  the  Senate  Special  Committee  on  Aging  this  past  June.  We  are  on  the  front  lines 
trying  to  reverse  this  epidemic. 

AMA  Diagnostic  and  Treatment  Guidelines  on  Domestic  Violence 
As  I  mentioned  earlier,  the  AMA  has  published  and  widely  distributed  its  Diagnostic  and  Treatment 
Guidelines  on  domestic  violence  to  members  of  our  coalition  against  violence  and  to  state  medical 
societies  (also  attached).  These  protocols  are  designed  expressly  for  frontline  physicians—those  of  us 
who  must  sew  up,  or  clean  up,  or  bind  up~the  injuries  that  too  often  are  the  results  of  domestic 
violence.  Unless  we  take  steps  beyond  just  the  medical  treatment  of  such  violence,  there  is  a 
significant  risk  that  it  will  escalate. 

With  a  problem  as  prevalent  as  domestic  violence,  the  AMA  Guidelines  recommend  routine  screening 
in  the  primary  care  setting.  Physicians  must  be  on  the  lookout,  and  must  use  their  position  as  trusted 
caregivers  to  help  their  patients  who  are  victimized  by  violence.  Our  research  indicates  that  80 
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percent  of  Americans  feel  that  they  could  confide  in  a  physician  if  they  had  been  either  a  victim  or  a 
perpetrator  of  family  violence.  Clearly,  patients  trust  their  physicians,  and  we  must  continue  to  justify- 
that  trust. 

Routine  screening  of  all  women  |>atients  should  take  place  in  all  settings  where  care  is  rendered— 
surgical,  primaty  care,  pediatric,  prenatal,  and  mental  health  settings~as  well  as  emergency 
departments.  Because  some  women  may  not  initially  recognize  themselves  as  "battered,"  the  physician 
should  routinely  ask  all  women  direct,  specific  questions  about  abuse.  Such  questions  may  be 
included  in  the  social  history,  past  medical  history,  review  of  systems,  or  history  of  present  illness,  as 
appropriate. 

Although  women  may  not  bring  up  the  subject  of  abuse  on  their  own,  many  will  discuss  it  when  asked 
simple,  direct  questions  in  a  nonjudgmental  way  and  in  a  confidential  setting.  The  patient  should  be 
interviewed  alone,  without  her  partner  present.  The  physician  should  make  an  opening  supportive 
statement,  such  as:  "Because  abuse  and  violence  are  so  common  in  women's  lives,  I've  begun  to  ask 
my  patients  about  it  routinely."  Even  if  the  patient  does  not  respond  at  the  time,  the  fact  that  a 
physician,  a  caregiver,  is  concerned  and  believes  that  battering  is  a  possibility  will  make  an 
impression.  The  physician's  concern  about  abuse  validates  her  feelings  and  reinforces  her  capacity  to 
seek  help  when  she  feels  ready  and  able  to  do  so. 

Routine  questions  about  violence  not  onl>'  identify  women  who  are  currently  being  abused  but  also 
serve  to  assess  the  safety  of  women  who  have  been  battered  in  the  past.  Such  screening  also  heightens 
the  awarmess  of  those  who  have  not  been  in  abusive  relationships  and  could  have  a  preventive  effect. 
Routine  assessm^t  is  particularly  important  for  women  who  have  left  a  violmt  relationship;  leaving 
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an  abusive  partner  or  finalizing  a  divorce  may  increase  her  risk  for  abuse.  The  physician  should 
provide  appropriate  follow-up  during  legal  proceedings,  and  even  assess  the  woman's  need  for 
emergency  shelter  or  other  resources. 

A  medical  encounter  may  provide  the  only  opportunity  to  stop  the  cycle  of  violence  before  more 
serious  injuries  occur,  and  intervention  begins  by  gathering  information.  Providing  the  woman  with  a 
different  kind  of  experience  ~  one  in  which  she  is  respected  and  taken  seriously;  one  that  lets  her 
know  she  doesn't  deserve  to  be  abused;  one  that  offers  the  possibility  of  support  and  safety;  and  one 
that  encourages  her  own  choices  and  decision-making  ~  is,  in  itself,  therapeutic  and  an  important  step. 
Questions  about  domestic  violence  should  be  asked  in  the  physician's  own  words  and  in  a 
nonjudgmental  way.  Here  are  some  examples  of  recommended  questions: 

•  Are  you  in  a  relationship  in  which  you  have  been  physically  hurt  or  threatened  by  your 
partner?  Have  you  ever  been  in  such  a  relationship? 

•  Are  you  (have  you  ever  been)  in  a  relationship  in  which  you  felt  you  were  treated  badly?  In 
what  ways? 

•  Has  your  partner  ever  destroyed  things  that  you  cared  about? 

•  Has  your  partner  ever  threatened  or  abused  your  children? 

•  Has  your  partner  ever  forced  you  to  have  sex  when  you  didn't  want  to?  Does  he  ever  force 
you  to  engage  in  sex  that  makes  you  feel  uncomfortable? 

•  We  all  fight  at  home.  What  happens  when  you  and  your  partner  fight  or  disagree? 

•  Do  you  ever  feel  afiaid  of  your  partner? 

•  Has  your  partner  ever  prevented  you  from  leaving  the  house,  seeing  fiiends,  getting  a  job,  or 
continuing  your  education? 

•  You  mentioned  that  your  partner  uses  drugs/alcohol.  How  does  he  act  when  he  is  drinking  or 
on  drugs?  Is  he  ever  verbally  or  physically  abusive? 

•  Do  you  have  guns  in  your  home?  Has  your  partner  ever  threatened  to  use  them  when  he  is 
angiy? 
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Once  abuse  is  recognized,  a  number  of  interventions  are  possible,  but  even  if  a  woman  is  not  read>  to 
leave  the  relationship  or  take  other  actioru  the  physician's  recognition  and  validation  of  her  situation  is 
important.  Silence,  disregard,  or  disinterest  convey  tacit  approval  or  acceptance  of  domestic  violence. 
In  contrast,  recognition,  acknowledgement,  and  concern  confmn  die  seriousness  of  the  problem  and 
the  need  to  solve  it.  Optimal  care  for  the  woman  in  an  abusive  relationship  also  depends  on  the 
physician's  working  knowledge  of  community  resources  that  can  provide  safety,  advocac>,  and 
support 

The  mjury  or  complaint  that  precipitated  the  health  care  encounter  requires  evaluation  and  appropriate 
treatment.  In  addition,  the  physician  should  ask  about  the  patient's  use  of  pain,  sleeping,  or 
antianxietN'  medications.  Psychiatric  problems,  including  severe  depression,  panic  disorder,  suicidal 
tendencies  or  substance  abuse,  may  hinder  the  battled  woman's  ability  to  assess  her  situation  or  take 
appropriate  action.  ^Tien  serious  psychiatric  conditions  are  present,  an  appropriate  treatment  plan 
includes  psychiatric  evaluation  and  treatment.  On  the  other  hand,  emotional,  behavioral,  and  cognitive 
symptoms  of  abuse  can  be  misinterpreted  as  psychiatric  in  origin.  Physicians  must  make  sure  that  the 
mental  health  professional  to  whom  they  nfer  the  patient  is  sensitive  to  these  issues. 

Alcohol  or  drugs  may  be  used  to  rationalize  violent  behavior.  Perpetrators  and  family  members  may 
insist  that  substance  abuse  is  the  problem.  Evidence  indicates  that  while  substance  abuse  and  violent 
behavior  frequently  coexist,  the  violent  behavior  will  not  end  unless  interventions  address  the  violence 
as  well  as  the  addi^on.  Similariy,  mental  illness  is  rarely  the  cause  of  domestic  violence,  aMiough 
mental  ilbess  in  a  batterer  can  lead  to  loss  of  control  and  increased  frequency  and  severity  of 
violence.  Treating  the  mental  ilhiess  alone  will  not  end  the  violence.  Both  issues  must  be  addressed. 
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Couples'  counseling  or  family  intervention,  on  the  other  hand,  is  generally  contraindicated  in  the 
presence  of  domestic  violence.  Attempts  to  implement  family  therapy  in  the  presence  of  ongoing 
violence  may  actually  increase  the  risk  of  serious  harm.  The  first  concern  must  be  for  the  safety  of 
the  woman  and  her  children. 

Women  are  not  the  only  victims  at  home;  child  abuse  has  been  reported  to  occur  in  33%  to  54%  of 
families  where  adult  domestic  violence  occurs.  In  situations  when  children  are  also  being  abused, 
coordinated  liaisons  between  advocates  for  victims  of  domestic  violence  and  child  protective  service 
agents  should  be  used  to  insure  the  safety  of  both  the  mother  and  her  children.  Otherwise,  the 
reporting  and  investigation  of  alleged  child  abuse  may  increase  the  mother's  risk  of  abuse. 

It  is  imperative  that  the  physician  inquire  about  a  battered  woman's  safety  before  she  leaves  the 
medical  setting.  The  severity  of  current  or  past  injury  is  not  an  accurate  predictor  of  future  violence, 
and  many  women  minimize  the  danger  they  face.  After  assessing  the  situation,  plans  for  the  woman's 
safety  should  be  discussed  before  she  leaves  the  physician's  ofHce.  Various  options  should  be 
considered: 

•  Does  she  have  friends  and  family  with  whom  she  can  stay? 

•  Does  she  want  immediate  access  to  a  shelter? 

-If  none  is  available,  can  she  be  admitted  to  the  hospital? 

-If  she  doesn't  need  immediate  access  to  a  shelter,  give  her  written  information  about  shelters 
and  other  resources  if  it  is  safe  to  do  so. 

•  Does  she  need  immediate  medical  or  psychiatric  intervention? 

•  Does  she  want  immediate  access  to  counseling  to  help  her  deal  with  the  stress  caused  by  the 
abuse? 

•  Does  she  want  to  return  to  her  partner,  with  a  follow-up  appointment  at  a  later  date? 
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•         Does  she  need  referrals  to  local  domestic  violence  organizations? 
If  the  patient  feels  it  is  safe  to  do  so.  she  should  be  jwovided  with  v»TitteD  information  rinctuding 
phone  numbers)  on  legal  options,  local  counseling  and  crisis  intervention  services,  shelters,  and 
community  resources.  In  addition,  educ^ional  materials  on  domestic  violence  in  v.-aiting  a^eas  and 
examination  rooms  may  help  pabents  identifS'  violskce  as  a  personal  health  pM^oblem. 

Fkysidan  awareness  is  growing.  In  additicm  to  information  from  ihe  ASIA,  natioi^  organafioas  oa 

domestic  violence  and  many  local  and  state  battled  women's  programs  ha\e  informatioTi  available  for 
use  in  i^ysician  offices.  The  NationaJ  Domestic  Violence  hotline  (8'0G-r'33-S.AJE  >  n  a  I'i-bour 
resource  to  help  worora  find  local  d»elters.  Counselors  speak  Sp»anish  as  well  as  English.  The 
National  Woman  Abuse  Prevention  Center  (202-85  "-02 16)  publishes  &ct  sheets  on  domestic  violence, 
a  quarterly  ne^'sietta',  and  a  series  of  brochures.  Scxne  of  the  material  is  translated  into  Spanish  and 
Polish.  The  American  College  of  Obstetricians  and  Gynecologists  (202-836-2518)  pi^lishes  "The 
Abused  Woman,"  a  publication  for  patients.  The  Family  Violence  Prevention  Fund  (415-821-4553) 
provides  direct  services  to  victims  and  de>  elc^  pniblic  polic>  and  training  prograuus. 

Local  domestic  violence  shelters  and  statewide  dom^estic  violence  programs  are  firequentN  listed  in  the 
phone  book.  The>'  can  help  with  housing,  information  about  legal  rights.  vi.'elfere  plications,  and 
counseling  (including  peer  groups  and  counseling  for  childrMi).  The>'  may  have  brochures  for 
distribution  to  women  patients  that  address  issues  and  list  local  resources.  Many  programs  offer  these 
services  without  charge. 
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To  summarize,  in  order  for  a  physician  to  do  his  or  her  share  to  appropriately  recognize  and  treat 
victims  of  domestic  violence,  he  or  she  must  be  vigilant  to  keep  the  professional  "RADAR"  turned 
on: 

•  Remember  to  screen  patients  about  violence. 

•  Ask  patients  questions  such  as:  "At  any  time,  has  a  partner  hit,  kicked  or  otherwise  hurt  or 
frightened  you?" 

•  Document  findings.  Information  in  the  patient's  chart  about  "suspected  domestic  violence"  can 
serve  a  valuable  function  in  court  should  the  patient  seek  legal  action.  A  physician's 
documentation  validates  the  victim's  allegations. 

•  Assess  the  patient's  safety.  Is  it  safe  to  go  home?  Find  out  if  any  weapons  are  kept  in  the 
house,  if  the  children  are  in  danger  and  if  violence  is  escalating. 

•  Review  options  with  die  patient.  Know  about  referral  options. 

Conclusion 

On  a  personal  note,  I  will  never  forget  tiie  day  I  met  a  cardiologist  who  started  a  hospital-based 
treatment  center  in  Kenosha,  Wisconsin  for  abused  women. 

"I  understand  you  tmu  battered  women,"  I  said  as  we  were  introduced. 

He  replied,  "And  so  do  you." 

My  education  began  at  diat  instant. 
What  he  meant,  of  course,  was  that  when  physicians  examine  patients  with  cuts  and  bruises  and 
broken  arms,  we  may  actually  be  treating  victims  of  abuse. 

In  conclusion,  the  AMA  is  strongly  concerned  about  the  domestic  and  family  violence  so  prevalent  in 
our  society  today  and  about  the  impact  it  exerts  on  our  health  care  system.  The  issue  of  ^unily 
violence  has  direct  relevance  to  all  practicing  physicians.  It  is  the  practicing  physician  who  must  treat 
the  results  of  such  violence.  We  have  worked  hard  to  bring  about  changes  for  the  better,  and  we  will 
continue  to  do  so.  Striving  to  effect  a  curbing  of  femily  violence  is  a  major  goal  of  the  AMA.  This 
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11 

past  June,  ch-aracterizing  family  violence  as  a  "centerpiece  public  health  issue",  our  House  of  Delegates 
resolved  to  "continue  its  leadership  role  in  bringing  physicians  and  other  professionals  and  their 
organizatioos  into  collaboratrv  e  eflforts  to  prevKit  and  reduce  famil>  violence  in  our  societ}  ." 

Finally.  I  would  like  to  conclude  v-ith  a  special  appeal  to  all  women  hearing  TV  or  radio  accounts  or 
reading  newspaper  articles  about  this  hearing;  If  violence  is  a  part  of  >  oui  life,  talk  to  >  our  doctors. 
They  will  listen.  They  do  care.  They  want  to  help.  The\-  are  ready  to  help, 

Thsmk  >ou  for  affording  me  the  oi^x>rtumt>'  to  appear  here  toda> .  I  will  be  pleased  to  respond  to  an\ 
questions  >  ou  may  have. 
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Diagnostic  and  Treatment  Guidelines 
on 

Domestic 
Violence 
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These  guidelines  were  prepared  by  Anne 
H.  Flitcraft,  MD,  New  Haven;  Susan  M. 
Hadley,  MPH,  Minneapolis;  Marybeth  K. 
Hendricks-Matthews,  PhD,  Barberton, 
Ohio;  Susan  V.  McLeer,  MD,  Philadel- 
phia; and  Carole  Warshaw,  MD,  Chicago. 
Reviewers  included  Elaine  Carmen,  MD, 
Boston;  Richard  F.  Jones,  III,  MD, 
Hartford;  Rhoda  M.  Powsner,  MD,  JD, 
Ann  Arbor;  Patricia  Salber,  MD, 
Larkspur,  California;  and  Dorothy  A. 
Starr,  MD,  Washington,  DC.  The 
guidelines  were  also  reviewed  by 
practicing  physicians  whose  assistance  is 
gratefully  acknowledged.  American 
Medical  Association  (AMA)  staff 
assistance  was  provided  by  Roger  L. 
Brown,  PhD;  Rob  Conley,  MD,  JD; 
Sona  Kalousdian,  MD,  MPH;  Marshall  D. 
Rosman,  PhD;  and  Martha 
Witwer;  MPH. 


These  guidelines  are  not  intended  to  be 
construed  or  to  serve  as  a  standard  of 
medical  care.  Standards  of  medical  care 
are  determined  on  the  basis  of  all  the  facts 
and  circumstances  involved  in  an 
individual  case  and  are  subject  to  change 
as  scientific  knowledge  and  technology 
advance  and  patterns  of  practice  evolve. 
These  guidelines  reflect  the  views  of 
scientific  experts  and  reports  in  the 
scientific  literature  as  of  March  1992. 
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Introduction 

F1i}'sical  and  sexual  violence  against 
women  is  a  public  beallli  probkm  that 
has  reached  epidemic  proporticnis.  An 
estimated  8-12  millicMi  women  in  the 
United  Stales  are  at  risk  of  being 
abused  by  their  current  or  foimer 
intimate  partnCTS.  This  violence  causes 
serious  frfiysicaL  psychological,  and 
social  sequelae  fcff  these  women  and 
their  families. 

Domestic  violence,  also  known  as 
partoCT-abuse,  spouse-abuse,  ot  batter- 
ing, is  one  facet  of  the  larger  problem  of 
iamUy  violaice.  Family  violence  occurs 
SDHontg  prascxis  within  family  ex  other 
jy^hna^  relationships,  and  iiK:ludes 
child  abuse  and  elder  abuse  as  well  as 
domestic  violence.  Family  violence 
usually  results  from  the  abuse  of  power 
or  the  domination  and  victinnaliaB  of 
a  physically  less  powerful  persai  by  a 
pAiysically  mOTe  powerful  perscm. 

Until  die  mid-1970s,  assaults  against 
wives  were  considered  misdemeanors 
in  most  stat^  ev^  when  an  identical 
assault  against  a  strange  would  have 
been  considered  a  felony.  The  current 
ccmsensus  amcmg  state  and  federal 
policy  makCTS  is: 

■  Domestic  violence  is  a  crime 

■  Safety  for  victims  of  domestic 
viol^ice  and  their  children  must 
be  a  pnodty 

■  Qianges  in  tradiQcxial  sersices, 
inciudiiig  medical  care,  are  needed  to 
meet  the  needs  of  abused  women 

Most  stat^  have  improved  the  legal 
remedies  available  to  battered  woir»^ 
and  a  numba-  erf  state  health  departments 
have  developed  {MDtocois  for  health  care 


providers.  Since  Januarv^  1992,  the  Joint 
Commissioi  on  Aoaeilitabn  of 
Healthcare  Oigamzations  (7CAHO)  has 
required  tot  all  accredited  hospitals 
unplemefltpoficaes  and  procedures 
in  dieir  emeigiaicy  departments  and 
ambulaE(X\  care  facilities  fca:  idefltifying, 
treating,  and  referring  victims  of  stase. 
The  standards  require  educ^tiooal 
programs  for  hospital  staff  in  domestic 
violence,  as  well  as  elder  abuse,  child 
abuse.  aiKi  sexual  assault 

Because  a  pliysidan  may  be  die  first 
iKMifamily  member  to  whom  an  abused 
woman  turns  fcM-  help,  he  or  she  has  a 
unique  op^rtuniD.  and  respcMisitelit)  to 
intervene.  Battled  women  often  presertt 
with  repealed  injuries,  medical  com- 
plaints, and  mffltal  health  problems,  all 
of  which  rraril  fiom  iviqg  in  an  ainsive 
trtatiniijjhipL  Hyskaaiis  in  afl 
settii^  imdmely  see  the  ccmsequences 
of  violence  and  abuse,  but  often  fail  to 
acknowledge  their  vicieatedQlogpes.  By 
recognizing  and  treating     effects  of 
domestic  violaice,  and  by  proviifing 
refenais  fa  shelter,  cowiiseiing  and 
advocacy,  piiyacians  can  he^  liaBatiid 
women  regain  ccKitrol  of  their  lives. 

These  guidelines  are  intended  to: 

■  FamilianzeyoB  with  the  magnitude 
of  the  i^tAjIcti 

■  Describe  how  to  identify  abuse 
and  violence  throu^  rc>utine 
screening  and  recognition  of 
clinical  pressitaticKis 

■  Help  you  assess  the  impact  of  abuse 
aod  violenoe  on  yoirpaliaits'  health 
and  well-bdng 


23 


■  Provide  examples  of  how  to  ask 
questions  in  ways  that  can  elicit 
meaningful  responses  and  help 
women  to  explore  their  options 
and  take  action 

■  Provide  information  on  appropriate 
resources  for  referral  and  address 
frequendy  encountered  obstacles 

■  Familiarize  you  with  the  legal 
aspects  of  medical  care,  including 
reporting  requirements 


Facts  About  Domestic 
Violence 

Domestic  violence  is  characterized  as  a 
pattern  of  coercive  behaviors  that  may 
include  repeated  battering  and  injury, 
psychological  abuse,  sexual  assault, 
progressive  social  isolation,  deprivation, 
and  intimidation.  These  behaviors  are 
perpetrated  by  someone  who  is  or  was 
involved  in  an  intimate  relationship  with 
the  victim.  Although  some  women  are 
successfiil  in  escaping  a  violent  relation- 
ship after  the  first  assault,  most  abuse  is 
recurrent  and  escalates  in  both  frequency 
and  severity.  In  addition,  a  woman's 
independence  may  be  compromised  by 
her  partner's  need  to  dominate  her  and 
control  many  aspects  of  her  life:  He  may 
restrict  her  access  to  food,  clothing, 
money,  friends,  transportation,  health 
care,  social  services  or  employment. 

Research  has  failed  to  demonstrate  a 
psychological  or  cultural  profile  of 
battered  women.  However,  certain 
groups  of  women  appear  to  be  at 
somewhat  higher  risk  for  abuse:  women 
who  are  single,  separated,  or  divorced 
(or  are  planning  a  separation  or  divorce); 
women  between  the  ages  of  17  and  28; 
women  who  abuse  alcohol  or  other 
drugs — or  whose  partners  do;  women 
who  are  pregnant;  or  women  whose 
partners  are  excessively  jealous  or 
possessive.  CMdren  raised  in  violent 
homes  may  be  at  increased  risk  for 
perpetrating  or  experiencing  violence  in 
adulthood,  but  not  all  abusive  partners  or 
abused  women  were  exposed  to  family 
violence  while  growing  up. 

EX)mestic  violence  cuts  across  all  racial, 
ethnic,  religious,  educational,  and 
socioeccMiomic  lines.  However,  (rfiysi- 
cians  ^ould  be  aware  that  a  woman's 
family  background,  as  well  as  her 
cultural  and  religious  beliefs  may 
influence  her  perceptions  of  abuse. 


5 


24 


In  addition,  her  socioeconomic  status 
influences  her  access  to  medical  care. 
Women  of  higher  socioeconomic  status 
are  more  likely  to  seek  care  in  private 
practice  settings,  while  low-income 
women  are  more  likely  to  go  to  clinics 
and  emergency  departments. 

Conservative  studies  indicate  that  two 
million  women  per  year  are  assaulted 
by  their  partners,  but  experts  believe 
that  the  true  incidence  of  partner 
violence  is  probably  closer  to  four 
million  cases  per  year. 

■  Nearly  one  quarter  of  women  in  the 
United  States — more  than  12 
million — will  be  abused  by  a  current 
or  former  parmer  some  time  during 
their  lives. 

■  47%  of  husbands  who  beat  their 
wives  do  so  three  or  more  times 
a  year. 

■  According  to  FBI  statistics,  30%  of 
women  who  were  murdered  in  1990 
were  killed  by  husbands  or  boy- 
friends. It  is  estimated  that  52%  of 
female  murder  victims  were  killed  by 
a  current  or  former  partner. 

■  14%  of  ever-married  women  report 
being  raped  by  their  current  or  former 
husbands,  and  rape  is  a  significant 
or  major  form  of  abuse  in  54%  of 
violent  marriages. 

Clinical  studies  underscore  the  preva- 
lence of  domestic  violence  and  its 
relationship  to  continued  or  repeated 
trauma  and  consequent  medical  and 
psychiatric  problems.  More  than  half  of 
all  nonfatal  assaults  result  in  injury,  and 
10%  of  the  victims  require  hospitaliza- 
tion or  emergency  medical  treatment. 
Seventy-five  percent  of  battered  women 


first  identified  in  a  medical  setting  will 
go  on  to  suffer  repeated  abuse.  Accord- 
ing to  various  studies,  battered  women 
may  account  for: 

■  22%  to  35%  of  women  seeking 
care  for  any  reason  in  emergency 
departments,  the  majority  of  whom 
are  seen  by  medical  or  other 
nontrauma  services 

■  19%  to  30%  of  injured  women  seen 
in  emergency  departments 

■  14%  of  women  seen  in  ambulatory- 
care  internal  medicine  clinics  (28% 
have  been  battered  at  some  time) 

■  25%  of  women  who  attempt  suicide 

■  25%  of  women  utilizing  a  psychiatric 
emergency  service 

■  23%  of  pregnant  women  seeking 
prenatal  care 

■  45%  to  59%  of  mothers  of 
abused  children 

■  58%  of  women  over  30  years  old 
who  have  been  raped 

Most  research  has  focused  on  women 
who  have  been  battered  by  male 
partners,  and,  in  fact,  women  are  more 
likely  than  men  to  be  seriously  injured 
by  their  partners.  However,  the  terms 
spouse-abuse  and  partner-abuse  reflect 
an  awareness  that  men  also  can  be 
abused  in  intimate  relationships.  The 
extent  to  which  findings  about  battered 
women  can  be  applied  to  men  who  are 
abused  by  women,  or  to  the  under- 
recognized  problem  of  violence  within 
gay  and  lesbian  relationships,  is  not 
known.  In  clinical  practice,  these  issues 
also  must  be  addressed  in  a  sensitive 
and  nonjudgmental  manner. 
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Forms  of  Abuse 

Domestic  violence  is  an  ongoing, 
debilitating  experience  of  physical, 
psychological  and/or  sexual  abuse  in  the 
home,  associated  with  increased  isolation 
from  the  outside  worid  and  limited 
personal  freedom  and  accessibility  to 
resources.  Whenever  a  woman  is  placed 
in  physical  danger  or  controlled  by  the 
threat  or  use  of  physical  force,  she  has 
been  abused.  The  risk  for  abuse  is 
greatest  when  a  woman  is  separated 
from  supportive  networics. 

Riysical  abuse  is  usually  recurrent  and 
escalates  in  both  frequency  and  severity. 
It  may  include  the  following: 

■  Pushing,  shoving,  slapping,  punching, 
kicking,  choking 

■  Assault  with  a  weapon 

■  Holding,  tying  down,  CM" 
restraining  her 

■  Leaving  her  in  a  dangerous  place 

■  Refusing  to  help  when  she  is  sick 
or  injured 

Emotional  or  psychological  abuse 
may  precede  or  accompany  [^ysical 
violence  as  a  means  of  controlling 
through  fear  and  degradation.  It  may 
include  the  following: 

■  Threats  of  harm 

■  Physical  and  social  isolation 

■  Extreme  jealousy  and  possessiveness 

■  Deprivation 


■  Intimidation 

■  Degradation  and  humiliation 

■  Calling  her  names  and  constantly 
criticizing,  insulting  and  belittling  her 

■  False  accusations,  blaming  her 
for  everything 

■  Ignoring,  dismissing,  or  ridiculing 
her  needs 

■  Lying,  breaking  promises, 
destroying  trust 

■  Driving  fast  and  recklessly  to  frighten 
and  intimidate  her 

Sexual  abuse  in  violent  relationships  is 
often  the  most  difficult  aspect  of  abuse 
for  women  to  discuss.  It  may  include  any 
form  of  forced  sex  or  sexual  degradation, 
such  as: 

■  Trying  to  make  her  perform  sexual 
acts  against  her  will 

■  Pursuing  sexual  activity  when  she  is 
not  fiilly  conscious  or  is  not  asked  or 
is  afraid  to  say  no 

■  Hurting  her  physically  during  sex  or 
assaulting  her  genitals,  including  use 
of  objects  or  weapons  intravaginally, 
orally,  or  anally 

■  Coercing  her  to  have  sex  without 
protection  against  pregnancy  or 
sexually  transmissible  diseases 

■  Criticizing  her  and  calling  her 
sexually  degrading  names 
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Interviewing  Process 

Domestic  violence  and  its  medical  and 
psychiatric  sequelae  are  sufficiently 
prevalent  to  justify  routine  screening 
of  aU  women  patients  in  emergency, 
surgical,  primary  care,  pediatric, 
prenatal,  and  mental  health  settings. 
Because  some  women  may  not  initially 
recognize  themselves  as  "battered," 
the  physician  should  routinely  ask  aU 
women  direct,  specific  questions  about 
abuse.  Such  questions  may  be  included 
in  the  social  history,  past  medical  histcay, 
review  of  systems,  or  history  of  pH^esent 
illness,  as  appropriate. 

Although  women  may  not  bring  up  the 
subject  of  abuse  on  their  own,  many  will 
discuss  it  when  asked  simple,  direct 
questions  in  a  nonjudgmental  way  and  in 
a  confidential  setting.  The  patient  should 
be  interviewed  alone,  without  her  partner 
present.  The  physician  should  make  an 
opening  supportive  statement,  such  as: 
"Because  abuse  and  violence  are  so 
common  in  women's  lives,  Fve  begun 
to  ask  about  it  routinely."  Even  if  the 
patient  does  not  respond  at  the  time,  the 
fact  that  a  provider  is  concemed  and 
believes  that  battering  is  a  possibility  will 
make  an  impression.  The  physician's 
concem  about  abuse  validates  her 
feelings  and  reinforces  her  capacit>'  to 
seek  help  when  she  feels  ready  and  able 
to  do  so. 

Routine  questions  about  violence  not 
only  identify  women  who  are  currently 
being  abused  but  also  serve  to  assess  the 
safety  of  women  who  have  been  battered 
in  the  past  and  to  heighten  the  awareness 
of  those  who  have  not  been  in  abusive 
relationships.  Routine  assessment  is 
particularly  important  for  women  who 
have  left  a  violent  relationship;  leaving 
an  abusive  partner  or  finalizing  a  divorce 


may  increase  her  risk  for  abuse.  The 
{rfiysician  should  provide  appropriate 
follow-up  during  legal  proceedings,  and 
assess  the  woman's  need  for  emergency 
shelter  or  other  resources. 

A  medical  encounter  may  provide  the 
only  opportunity  to  stop  the  cycle  of 
violence  before  more  serious  injuries 
occur,  and  intervention  begins  by 
gathering  information.  Providing  the 
woman  with  a  different  kind  of  experi- 
ence— one  in  which  she  is  respected 
and  taken  seriously;  one  that  lets  her 
know  she  doesn't  deserve  to  be  abused; 
one  that  offers  the  possibility  of  support 
and  safety,  and  one  that  encourages  her 
own  choices  and  decision-making  is,  in 
itself,  therapeutic  and  an  important  step. 
Questions  about  domestic  violence 
should  be  asked  in  the  physician's  own 
words  and  in  a  nonjudgmental  way. 
Here  are  some  examples  of  recom- 
mended questions: 

■  Are  you  in  a  relationship  in  which 
you  have  been  physically  hurt  or 
threatened  by  your  partner?  Have 
you  ever  been  in  such  a  relationship? 

■  Are  you  (have  you  ever  been)  in  a 
relationship  in  which  you  felt  you 
were  treated  badly?  In  what  ways? 

■  Has  your  partner  ever  destroyed 
things  that  you  cared  about? 

■  Has  your  partner  ever  threatened  OT 
abused  your  children? 

■  Has  your  partner  ever  forced  you 
to  have  sex  when  you  didn't  want 
to?  Does  he  ever  force  you  to 
engage  in  sex  that  makes  you  feel 
uncomfortable? 

■  We  all  fight  at  home.  What  happens 
when  you  and  your  partner  fight 

or  disagree? 
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Do  you  ever  feel  afraid  of 
your  partner? 

Has  your  partner  ever  prevented 
you  from  leaving  the  house,  seeing 
friends,  getting  a  job,  or  continuing 
your  education? 

You  mentioned  that  your  partner  uses 
drugs/alcohol.  How  does  he  act  when 
he  is  drinking  or  on  drugs?  Is  he  ever 
verbally  or  physically  abusive? 
Do  you  have  guns  in  your  home? 
Has  your  partner  ever  threatened  to 
use  them  when  he  was  angry? 


Diagnosis  and 
Clinical  Findings 

Injury:  Episodes  of  physical  assault 
characterize  abusive  relationships. 
Physicians  should  especially  consider  the 
possibility  of  assault  when  the  woman's 
explanation  of  how  an  injury  occurred 
does  not  seem  plausible  or  when  there 
has  been  a  delay  in  seeking  medical  care. 
Common  types  of  injury  include: 

■  Contusions,  abrasions,  and  minor 
lacerations,  as  well  as  fractures 
or  sprains 

■  hijuries  to  the  head,  neck,  chest, 
breasts,  and  abdomen 

■  Injuries  during  pregnancy 

■  Multiple  sites  of  injury 

■  Repeated  or  chronic  injuries 
Medical  findings:  The  stress  of  living  in 
an  ongoing  abusive  relationship  may 
cause  any  of  the  following: 

■  Chronic  pain,  psychogenic  pain,  or 
pain  due  to  diffuse  trauma  without 
visible  evidence 

■  Physical  symptoms  related  to  stress, 
chronic  post-traumatic  stress  disorder, 
other  anxiety  disorders,  or  depression. 
Examples  are: 

—  Sleep  and  appetite  disturbances 

—  Fatigue,  decreased  concentration, 
sexual  dysfunction 

—  Chronic  headaches 

—  Abdominal  and  gastrointestinal 
complaints 

—  Palpitations,  dizziness, 
paresthesias,  dyspnea 

—  Atypical  chest  pain 

■  Gynecologic  problems,  ftequent 
vaginal  and  urinary  tract  infections, 
dyspareunia,  pelvic  peiin 

■  Frequent  use  of  prescribed  minor 
tranquilizers  or  pain  medications 
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■  Frequent  visits  with  vague  complaints 
or  symptoms  without  evidence  of 
physiologic  abnormality 

Many  practitioners  have  noted  that 
chronic  illnesses  such  as  asthma, 
seizure  disorders,  diabetes,  arthritis, 
hypertension,  and  heart  disease  may 
be  exacerbated  or  poorly  controlled 
in  women  who  are  being  abused. 

Sexual  coercion  and  assault  are  common 
expressions  of  domestic  violence. 
Assessment  for  sexual  abuse  and  rape 
should  be  addressed  in  the  sexual  or 
social  history  taken  during  routine 
primary  care  visits,  in  discussions  of 
birth  control  and  safer  sexual  practices 
and  in  evaluations  during  gynecologic 
and  obstetric  visits. 

Pregnancy:  Because  of  the  risk  to  the 
mother  and  fetus,  assessment  for  abuse 
should  be  incorporated  into  routine 
prenatal  and  postpartum  care.  Presenta- 
tions include: 

■  Injuries,  particularly  to  the  breasts, 
abdomen,  and  genital  area,  or 
unexplained  pain. 

■  Substance  abuse,  poor  nutrition, 
depression,  and  late  or  sporadic 
access  to  prenatal  care 

■  "Spontaneous"  abortions,  miscar- 
riages, and  premature  labor 

Mental  Health/Psychiatric  Symptoms: 
Assessment  for  domestic  violence 
should  be  included  as  a  routine  part  of 
psychiatric  intakes  and  evaluations.  The 
stress  of  domestic  violence  may  aggra- 
vate comorbid  psychiatric  disorders. 
Psychiatric  symptoms  of  abuse  include 
the  following: 

■  Feelings  of  isolation  and  inability 
to  cope 


■  Suicide  attempts  or  gestures 

■  Depression 

■  Panic  attacks  and  other 
anxiety  symptoms 

■  Alcohol  or  drug  abuse 

■  Post-traumatic  stress  reactions 
and/or  disorder 

Routine  assessment  of  domestic  violence 
in  the  patient's  family  is  important  for 
both  men  and  women  in  alcohol  and 
drug  rehabilitation  programs.  Nearly 
75%  of  all  wives  of  alcoholics  have  been 
threatened,  and  45%  have  been  assaulted 
by  their  addicted  partners. 

Control  in  a  Relationship:  An  abusive 
partner's  use  of  control  within  a  violent 
relationship  may  result  in: 

■  Limited  access  to  routine  and/or 
emergency  medical  care 

■  Noncompliance  with 
treatment  regimens 

■  Not  being  allowed  to  obtain  or 
take  medication 

■  Missed  appointments 

■  Lack  of  independent  transportation, 
access  to  finances,  ability  to  commu- 
nicate by  phone 

■  Failure  to  use  condoms  or  other 
contraceptive  methods 

■  Not  being  told  by  a  partner  that  he  is 
infected  with  HIV  or  other  sexually 
transmissible  diseases 

Behavioral  Signs:  Battered  women 
exhibit  a  variety  of  responses  to  the 
stress  of  ongoing  abuse;  such  patients 
may  appear  frightened,  ashamed,  evasive 
or  embarrassed.  A  battered  woman  may 
believe  she  deserves  the  abuse  because 
the  abuser  tells  her  so,  and  she  may 
take  responsibility  for  his  violence  to 
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maintain  some  sense  of  control  over 
her  situation.  Other  findings  may  include 
the  following: 

■  Partner  accompanies  patient,  insists 
on  staying  close,  and  answers  all 
questions  directed  to  her 

■  Reluctance  of  a  patient  to  speak  or 
disagree  in  fi"ont  of  her  partner 

■  Intense  irrational  jealousy  or 
possessiveness  expressed  by  partner 
or  reported  by  patient 

■  Denial  or  minimization  of  violence 
by  partner  or  by  patient 

■  Exaggerated  sense  of  personal 
responsibility  for  the  relationship, 
including  self-blame  for  her 
partner's  violence 


Interventions 

Important  Considerations 

Once  abuse  is  recognized,  a  number  of 
interventions  are  possible,  but  even  if  a 
woman  is  not  ready  to  leave  the  relation- 
ship or  take  other  action,  the  physician's 
recognition  and  validation  of  her 
situation  is  important.  Silence,  disregard, 
or  disinterest  convey  tacit  approval  or 
acceptance  of  domestic  violence.  In 
contrast,  recognition,  acknowledgment, 
and  concem  confirm  the  seriousness  of 
the  problem  and  the  need  to  solve  it. 
Optimal  care  for  the  woman  in  an 
abusive  relationship  also  depends  on 
the  physician 's  working  knowledge  of 
community  resources  that  can  provide 
safety,  advocacy,  and  support. 

The  injury  or  complaint  that  precipitated 
the  health  care  encounter  requires 
evaluation  and  appropriate  treatment.  In 
addition,  the  physician  should  ask  about 
the  patient's  use  of  pain,  sleeping,  or 
antianxiety  agents.  Psychiatric  problems, 
including  severe  depression,  panic 
disorder,  suicidal  tendencies  or  sub- 
stance abuse,  may  hinder  the  battered 
woman's  ability  to  assess  her  situation  or 
take  appropriate  action.  When  serious 
psychiatric  conditions  are  present,  an 
appropriate  treatment  plan  includes 
psychiatric  evaluation  and  treatment. 
On  the  other  hand,  emotional,  behavioral, 
and  cognitive  symptoms  of  abuse  can  be 
misinterpreted  as  psychiatric  in  origin. 
Physicians  must  make  sure  that  the 
mental  health  professional  to  whom 
they  refer  the  patient  is  sensitive  to 
these  issues. 

Alcohol  or  drugs  may  be  used  to 
rationalize  violent  behavior.  Perpetrators 
and  family  members  may  insist  that 
substance  abuse  is  the  problem.  Evidence 
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indicates  that  while  substance  abuse  and 
violent  behavior  frequently  coexist,  the 
violent  behavior  will  not  end  unless 
interventions  address  the  violence  as 
well  as  the  addiction.  Similarly,  mental 
illness  is  rarely  the  cause  of  domestic 
violence,  although  mental  illness  in  a 
batterer  can  lead  to  loss  of  control  and 
increased  frequency  and  severity  of 
violence.  Treating  the  mental  illness 
alone  wiU  not  end  the  violence.  Both 
issues  must  be  addressed. 

Couples'  counseling  or  family  interven- 
tion is  generally  contraindicated  in  the 
presence  of  domestic  violence.  Attempts 
to  implement  family  therapy  in  the 
presence  of  ongoing  violence  may 
increase  the  risk  of  serious  harm.  The 
first  concern  must  be  for  the  safety  of 
the  woman  and  her  children 

Often  women  are  not  the  only  victims  at 
home:  Qiild  abuse  has  been  reported  to 
occur  in  33%  to  54%  of  families  where 
adult  domestic  violence  occurs.  In 
situations  when  children  are  also  being 
abused,  coordinated  Uaisons  between 
advocates  for  victims  of  domestic 
violence  and  child  protective  service 
agents  should  be  used  to  insure  the 
safety  of  both  the  mother  and  her 
children.  Otherwise,  the  reporting  and 
investigation  of  alleged  child  abuse  may 
increase  the  mother's  risk  of  abuse. 

Patient  Safety 

It  is  imperative  that  the  physician  inquire 
about  a  battered  woman's  safety  before 
she  leaves  the  medical  setting.  The 
severity  of  current  or  past  injury  is  not 
an  accurate  predictor  of  future  violence, 
and  many  women  minimize  the  danger 
they  face.  After  assessing  the  situation, 
plans  for  the  woman's  safety  should  be 


discussed  before  she  leaves  the 
physician's  office.  Various  options 
should  be  considered: 

■  Does  she  have  friends  and  family 
with  whom  she  can  stay? 

■  Does  she  want  immediate  access 
to  a  shelter? 

—  If  none  is  available,  can  she  be 
admitted  to  the  hospital? 

—  If  she  doesn't  need  immediate 
access  to  a  shelter,  give  her 
written  information  about  shelters 
and  other  resources  if  it  is  safe  to 
do  so. 

■  Does  she  need  immediate  medical  or 
psychiatric  intervention? 

■  Does  she  want  immediate  access  to 
counseling  to  help  her  deal  with  the 
stress  caused  by  the  abuse? 

■  Does  she  want  to  retum  to  her 
partner,  with  a  foUow-up  appoint- 
ment at  a  later  date? 

■  Does  she  need  referrals  to  local 
domestic  violence  organizations? 

Information  and  Resources 

If  the  patient  feels  it  is  safe  to  do  so, 
provide  her  with  written  information 
(including  phone  numbers)  on  legal 
options,  local  counseling  and  crisis 
intervention  services,  shelters,  and 
community  resources.  In  addition, 
educational  materials  on  domestic 
violence  in  waiting  areas  and  examina- 
tion rooms  may  help  patients  identify 
violence  as  a  personal  health  problem. 

National  organizations  on  domestic 
violence  and  many  local  and  state 
battered  women's  programs  have  infor- 
mation available  for  use  in  physician 
offices.  The  National  Domestic  Violence 
hot  line  (800  333-SAFE)  is  a  24-hour 


12 


31 


resource  to  help  women  find  local 
shelters.  Counselors  speak  Spanish  as 
well  as  English,  The  National  Woman 
Abuse  Prevention  Center  (202  857-0216) 
publishes  fact  sheets  on  domestic 
violence,  a  quarterly  newsletter,  and  a 
series  of  brochures.  Some  of  the  material 
is  translated  into  Spanish  and  Polish. 
The  American  College  of  Obstetricians 
and  Gynecologists  (202  863-2518) 
publishes  "The  Abused  Woman,"  a 
publication  for  patients.  The  Family 
Violence  Prevention  Fund  (415  821- 
4553)  provides  direct  services  to  victims 
and  develops  public  policy  and  training 
programs. 

Local  domestic  violence  shelters  and 
statewide  domestic  violence  programs 
are  frequently  listed  in  the  phone  book. 
They  can  help  with  housing,  information 
about  legal  rights,  welfare  applications, 
and  counseling  (including  peer  groups 
and  counseling  for  children).  They 
may  have  brochures  for  distribution  to 
women  patients  that  address  issues  and 
list  local  resources.  Many  programs 
offer  these  services  without  charge. 


Barriers  to  Identification 

Patient  Barriers 

Many  women  are  reluctant  or  unable  to 
seek  help.  Some  are  literally  held  captive 
and  not  allowed  out  of  the  house.  Others 
may  not  have  money  or  means  of 
transportation.  If  they  do  come  to  a 
physician's  office,  they  may  have  to 
leave  before  they  are  seen,  rather  than 
risk  further  abuse  for  "getting  home 
late."  Childhood  experiences  of  physical 
or  sexual  abuse,  or  witoessing  domestic 
violence,  may  make  it  more  difficult 
for  a  battered  woman  to  recognize  a 
relationship  as  abusive  and  to  take  steps 
to  protect  herself.  Cultural,  ethnic  or 
religious  background  may  also  influence . 
a  woman's  response  to  abuse  and  her 
awareness  of  viable  options.  Other 
reasons  for  not  mentioning  abuse  include: 

■  Fear  that  revelation  will  jeopardize 
her  safety 

■  Shame  and  humiliation  at  the  way 
she  is  being  treated 

■  Thinking  she  deserved  the  abuse  and 
is  not  deserving  of  help 

■  Feeling  protective  of  her  partner.  He 
may  be  her  sole  source  of  love  and 
affection  when  he  is  not  abusive  and 
may  provide  the  financial  support  for 
her  and  her  children. 

■  Lack  of  awareness  that  her  physical 
symptoms  are  caused  by  the  stress  of 
living  in  an  abusive  relationship 

■  Belief  that  her  injuries  are  not  severe 
enough  to  mention 

Because  the  experience  of  abuse  is  so 
degrading  and  humiliating,  a  woman 
may  be  reluctant  to  discuss  it  with 
someone  who  may  not  take  her  seri- 
ously, who  may  discount  her  experience, 
who  may  perceive  her  as  deserving  the 
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abuse,  or  blame  her  for  staying  with  her 
abuser.  She  may  fear  that  reporting  the 
abuse  will  jeopardize  her  safety  and 
destroy  her  means  of  support;  she  may 
stay  in  the  relationship  hoping  that  the 
situation  will  improve.  Her  partner  may 
not  always  be  abusive  and  this  gives  her 
hope  that  he  will  change. 

Physician  Barriers 

Until  recently,  physicians  rarely 
addressed  issues  of  abuse  and  violence, 
even  when  the  signs  or  symptoms  were 
present  There  are  many  reasons  why 
physicians  may  avoid  asking  about 
abuse  and  why  it  may  seem  difficult  to 
do  so  initially.  Among  these  are: 

■  Lack  of  awareness  of  the  prevalence, 
means  of  identification,  or  severity  of 
the  problem  and  lack  of  recognition 
of  the  social  and  psychological  costs 
of  abuse 

■  Thinking  it  is  not  a  physician's  place 
to  intervene,  or  that  the  woman  must 
have  provoked  the  abuse 


■  Believing  identification  of  abuse  and 
referral  for  services  is  not  part  of  the 
physician's  role 

■  Not  knowing  how  to  intervene  or 
help  even^i^l^oman  is  recognized 
as  being  battered 

■  "Blaming  the  patient"  and  feeling 
finstrated  or  angry  if  the  woman 
doesn't  leave  her  partuCT  (She  becomes 
the  problem  for  being  noncompliant 
with  the  physician's  timetable) 

■  Disbelief  because  the  alleged 
assailant  is  present  and  seems  very 
concemed  and  pleasant 

■  Concem  that  discussing  psychosocial 
issues  will  take  an  overwhelming 
amount  of  time 

■  Difficulty  dealing  with  the  feelings 
evoked  by  listening  to  a  woman 
describe  what  has  been  done  to  her. 
The  physician  may  feel  helpless  or 
inadequate  if  he  or  she  can't  "do 
something"  to  "fix"  the  situation. 
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Documentation 

Thorough,  well-documented  medical 
records  are  essential  for  preventing 
further  abuse.  Furthermore,  they 
provide  concrete  evidence  of  violence 
and  abuse  and  may  prove  to  be  crucial 
to  the  outcome  of  any  legal  case.  If 
the  medical  record  and  testimony  at 
trial  are  in  conflict,  the  medical  record 
may  be  considered  more  credible. 
Records  should  be  kept  in  a  precise, 
professional  manner  and  should  include 
the  following: 

■  Chief  complaint  and  description  of 
the  abusive  event,  using  the  patient's 
own  words  whenever  possible  rather 
than  the  physician's  assessment.  "My 
husband  hit  me  with  a  bat"  is  pre- 
ferable to  "Patient  has  been  abused." 

■  Complete  medical  history 

■  Relevant  social  history 

■  A  detailed  description  of  the  injuries, 
including  type,  number,  size,  location, 
resolution,  possible  causes,  and 
explanations  given.  Where  appli- 
cable, the  location  and  nature  of  the 
injuries  should  be  recorded  on  a  body 
chart  or  drawing. 

■  An  opinion  on  whether  the  injuries 
were  adequately  explained 

■  Results  of  all  pertinent  laboratory  and 
other  diagnostic  procedures 

■  Color  photographs  and  imaging 
studies,  if  applicable 

■  If  the  police  are  called,  the  name 
of  the  investigating  officer  and  any 
actions  taken 


In  addition  to  complete  written  records, 
photographs  are  particularly  valuable  as 
evidence.  The  physician  should  ask  the 
patient  for  permission  to  take  photo- 
graphs. Imaging  studies  also  may  be 
useful.  State  laws  that  apply  to  the  taking 
of  photographs  usually  apply  to  x-rays 
as  weU. 

■  When  possible,  take  photographs 
before  medical  treatment  is  given 

■  Use  color  film,  along  with  a 
color  standard 

■  Fliotograph  from  different  angles,  full 
body  and  close-up 

■  Hold  up  a  coin,  ruler,  or  other  object 
to  illustrate  the  size  of  an  injury 

■  Include  the  patient's  face  in  at  least 
one  picture 

■  Take  at  least  two  pictures  of  every 
major  trauma  area 

■  Mark  photographs  precisely  as  soon 
as  possible  with  the  patient's  name, 
location  of  injury,  and  names  of  the 
photographer  and  others  present 

For  medical  records  to  be  admissible 
in  court  the  doctor  should  be  prepared 
to  testify: 

■  That  the  records  were  made  during 
the  "regular  course  of  business"  at  the 
time  of  the  examination  or  interview 

■  That  the  records  were  made  in 
accordance  with  routinely  followed 
procedures 

■  That  the  records  have  been  properly 
stored  and  their  access  limited  to  ^ 
professional  staff 
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Legal  Developments 

Protection  of  Victims 

Today  every  state  has  some  form  of 
legislation  designed  to  offer  protection 
to  victims  of  domestic  violence.  Some 
states  have  placed  additional  duties  on 
police,  requiring  them  to  make  arrests  in 
certain  cases,  accompany  women  to  their 
homes  to  collect  children  and  belong- 
ings, and  inform  them  of  their  legal 
rights.  However,  despite  the  increased 
interest  in  domestic  violence  and  the 
enhanced  availabiUty  of  legal  remedies, 
compliance  with  or  enforcement  of  the 
laws  on  the  part  of  some  physicians, 
police,  prosecutors,  government 
agencies,  and  courts  is  often  less  than 
ideal.  Physicians  need  to  be  aware  of 
state  laws  and  of  the  services  available 
in  their  community  for  abuse  victims. 

The  legal  remedies  available  to  battered 
women  vary  from  state  to  state  and  these 
laws  are  changing  rapidly.  Advocacy 
programs  often  can  explain  to  women 
the  legal  options  that  are  available,  and 
can  help  them  access  the  legal  system. 
The  most  common  civil  action  in 
domestic  violence  cases  is  a  protective 
order,  injunction,  or  restraining  order, 
which  is  a  court  order  that  directs  the 
batterer  to  stop  abusing  the  victim.  In 
some  stales,  the  court  may  have  the 
authority  to  order  a  batterer  to  leave  a 
shared  residence,  receive  counseling, 
make  support  payments,  pay  medical 
bills,  or  take  other  action.  Depending  on 
the  jurisdiction,  poUce  also  may  be 
required  to  arrest  abusers  who  violate 
protective  orders.  In  any  event,  a 
woman 's  safety  must  be  continually 
reassessed  since  a  protective  order  does 
not  guarantee  it. 

Criminal  actions  against  batterers  may 
include  prosecution  for  assault,  battery, 
aggravated  assault  or  battery,  harassment. 


intimidation,  or  attempted  murder. 
Historically,  abused  women  often  have 
been  unable  to  pursue  such  charges 
against  their  spouses,  and  even  today 
they  may  encounter  police  who  are 
reluctant  to  take  action,  prosecutors 
who  downgrade  charges,  and  courts 
that  are  not  receptive  to  such  claims. 
Some  states  have  adopted  specific 
provisions  that  criminalize  domestic 
abuse,  but  the  lack  of  expUcit  laws  does 
not  necessarily  mean  that  criminal 
prosecution  is  unavailable. 

State  Reporting  Requirements 

Few  states  have  explicit  mandatory 
reporting  laws  for  domestic  abuse,  and  it 
is  not  clear  that  mandatory  reporting 
would  best  ensure  the  safety  of  compe- 
tent adult  victims  or  connect  them  with 
needed  resources.  However,  virtually  all 
states  have  some  type  of  statute  that 
requires  physicians  to  report  to  law 
enforcement  officials  certain  injuries  that 
c^pear  to  have  resulted  from  a  criminal 
act.  Disclosure  of  a  diagnosis  of  abuse 
to  partners  or  any  third  party  and 
reporting  to  authorities  should  be  done 
only  with  the  abused  woman 's  knowl- 
edge and  consent. 

In  addition,  in  most  areas,  there  are  no 
government  agencies  to  coordinate  case 
management  and  put  victims  in  contact 
with  needed  services  for  domestic 
violence.  Thus,  physicians  need  to  be 
aware  of  local  resources  to  make 
q)propriate  referrals  and  to  advocate 
for  expanded  resources.  In  any  case, 
physicians  should  emphasize  that  they 
will  remain  available  to  help  in  the  fiiture 
and  should  provide  the  patient  with  a  list 
of  available  resources.  The  physician 
should  document  the  diagnosis,  the 
information  conveyed  and  any  pamphlets 
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information  conveyed  and  any  pam- 
phlets or  materials  given  to  the  patient, 
as  well  as  the  patient's  decision  on 
whether  or  not  to  allow  the  physician  to 
take  further  action  such  as  notifying  the 
police. 

Testimony 

Medical  evidence  is  not  required  in 
every  judicial  undertaking,  such  as 
divorce  or  custody  hearings.  If  court 
evidence  becomes  necessary,  a  well- 
documented  medical  record  may  reduce 
the  time  a  physician  is  required  to  spend 
injudicial  proceedings.  It  may  be 
possible  to  place  the  physician  "on  call" 
for  court,  so  that  he  or  she  need  appear 
only  when  it  is  time  to  testify. 

The  physician  may  be  called  to  testify 
about  the  contents  of  the  record  or 
statements  made.  This  function  is 
distinct  from  the  use  of  the  physician  as 
an  expert  The  physician  may  be 


requested  to  give  expert  medical 
testimony  and  peiii^s  to  give  an 
opinion  on  whether  the  explanation 
given  is  consistent  with  the  injury.  With 
regard  to  such  testimony,  the  following 
guidelines  should  be  followed: 

■  Insist  on  pre-trial  preparation  by  the 
attomey  presenting  you  as  a  witness 

■  Know  the  facts  of  the  case  well 

■  If  testifying  as  an  expert  wimess, 
propose  questions  for  the  attomey 
to  ask 

■  Brief  the  attomey  on  questions  to  ask 
the  opposing  expert 

■  Listen  to  the  question  asked  and 
answer  only  that  question 

■  If  a  question  is  not  understood,  ask 
that  it  be  repeated 

■  Do  not  volunteer  information 

■  Explain  when  a  one- word  answer  is 
not  enough 

■  Calmly  correct  an  attomey  who 
misstates  prior  testimony 
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Risk  Management 

Duty  to  the  Victim 

Most  physicians  will  encounter  cases  of 
domestic  abuse  in  their  practices. 
Physicians  must  be  aware  of  their 
obligations  in  these  cases,  as  well  as  their 
potential  liability  for  failing  to  diagnose 
and/or  report  domestic  abuse.  In  general, 
doing  what  is  medically  best  or  most 
appropriate  is  good  risk  management. 
If  an  injured  woman  is  treated  by  a 
physician  who  does  not  inquire  about 
abuse  or  who  accepts  an  unlikely 
explanation  of  the  injuries  and  she 
then  returns  to  the  abusive  situation 
and  sustains  further  injuries,  the 
physician  could  be  held  liable  for  those 
subsequent  injuries. 

The  duty  to  the  victim  may  arise  from  the 
special  relationship  between  doctor  and 
patient  or  from  the  courts'  interpretations 
of  reporting  laws.  The  argument  would 
be  that  other  physicians,  under  the  same 
circumstances,  would  have  diagnosed 
inflicted  trauma  and  taken  appropriate 
management  steps  that  would  have 
prevented  the  subsequent  harm 

Thus,  physicians  must  be  willing  to  ask 
aU  women  patients  about  abuse,  and 
should  know  how  to  diagnose  it  Failure 
to  conduct  the  interview  and  examina- 
tion apart  from  the  suspected  victim 's 
spouse  or  partner  may  interfere  with  an 
accurate  diagnosis. 

Physicians  also  should  be  aware  of 
certain  "red  flags"  that  can  signal 
particularly  dangerous  situations  for  the 
woman:  stalking  behavior  by  the  abuser. 


substance  abuse  by  the  abuser;  and 
threatened  suicide  by  the  abuser 
(increased  risk  for  a  murder/suicide). 

In  states  that  have  enacted  mandatory 
reporting  statutes,  a  physician's  failure 
to  report  could  give  rise  to  liability,  but 
since  reporting  laws  rarely  expKcitly 
give  victims  such  a  right  to  sue,  courts 
must  determine  whether  their  state' s 
statutes  implicitly  contain  that  right 
Criminal  reporting  statutes  usually  are 
enacted  to  inform  the  police  of  the 
occurrence  of  crimes  rather  than  to 
protect  victims  of  violence.  In  contrast, 
child  abuse  reporting  statutes  are 
usually  enacted  with  the  clear  purpose 
of  protecting  abused  children,  and 
some  courts  have  allowed  abused 
children  to  sue  physicians  who  violate 
a  reporting  statute.  If  a  state  has  a 
specific  domestic  violence  reporting 
statute,  courts  may  be  more  Ukely  to 
allow  a  suit  against  a  physician  who 
failed  to  report  the  abuse. 

Duty  To  Warn 

Many  states  recognize  a  legal  duty  that 
physicians  have  toward  third  parties 
who  might  be  harmed  by  their 
patients.  In  those  states,  if  a  physician 
is  aware  of  a  patient' s  intent  to  harm  a 
third  party,  such  as  the  patient's  spouse 
or  partner,  the  physician  may  have  a 
legal  duty  to  breach  the  patient's 
confidence  and  to  wam  the  third  party 
of  the  impending  danger.  Physicians, 
especially  therapists,  should  know  the 
law  where  they  practice. 
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Medical  Malpractice  Lawsuits 

Even  after  taking  all  possible  measures 
to  handle  cases  correctly,  physicians 
may  still  become  defendants  in  medical 
malpractice  suits.  These  physicians 
should: 

■  Not  panic 

■  Not  discuss  the  case  with  anyone 
until  they  have  spoken  with 
their  attorney 

■  Contact  their  malpractice 
insurance  carriers 

■  Record  the  circumstances  involved 
in  the  serving  of  a  summons 

■  Have  thorough  documentation 


Trends  in  Treatment 
and  Prevention 

Living  in  an  abusive  relationship  takes  a 
tremendous  toll  on  a  woman's  physical 
and  psychological  well-being.  As 
physicians  begin  to  ask  routinely  about 
abuse,  they  may  feel  overwhelmed  by 
the  prevalence  of  this  problem  and  by  the 
amount  of  pain  some  women  experience 
in  their  intimate  relationships.  While 
maintaining  doctor-patient  confiden- 
tiality, it  is  important  for  physicians  to 
discuss  with  supportive  colleagues  or 
others  how  best  to  respond  to  such 
encounters. 

All  physicians  should  begin  to  respond  to 
the  JCAHO  requirements  of  recognition, 
crisis  intervention  and  referral.  Some  will 
play  a  more  active  role  by  developing 
innovative  programs,  advocating  for 
increased  funding  for  services  and  for 
violence  prevention  programs,  and  by 
educating  students,  community  groups 
and  other  physicians.  There  is  much 
work  to  be  done,  but  there  is  a  great 
potential  for  improving  patients'  lives, 
especially  when  physicians  team  up  with 
other  professionals  and  work  through 
local  community  services. 

Several  recent  trends  will  improve 
awareness  and  outreach  in  the  area  of 
domestic  violence.  These  include 
hospital-based  intervention  programs  that 
link  with  community  groups  and  provide 
ongoing  support  and  advocacy;  commu- 
nity-based training  projects  to  educate 
physicians  and  other  health  care  provid- 
ers; new  residency  requirements  and 
additions  to  medical  school  curricula  that 
train  physicians  to  recognize  violence  and 
abuse;  and  the  addition  of  assessment  of 
abuse  into  existing  community  outreach 
programs  for  women.  The  AMA  is 
working  to  assist  physicians  in  their 
efforts  to  reduce  violence  and  the  effects 
of  violence  in  their  local  communities. 


19 


38 


"    -54  ATTACHMENT  I 

--Board  of  Trustees  -  K  June  1993 


K.  UPDATE  ON  THE  ANU'S  NATIONAL  CAMPAIGN 
AGAINST  FAMDuV  VIOLENCE 

HOUSE  ACTION:  RECOMMENDATIONS  ADOPTED  AS  FOLLO>N'S  AND  REMAINDER 
OF  REPORT  FILED: 


Report  FF  of  the  Board  of  Trustees.  Update  on  the  AMA's  National  Campaign  Against  Family  Violence  (Policy 
515.980),  recommended  that  ongoing  efforts  on  family  violence  continue  to  be  an  action  item  ai  each  of  the  annual 
meetings  of  the  American  Medical  Association  and  that  the  impact  of  drugs  and  alcohol  on  famil)'  violence  be 
studied  and  included  in  fumre  updates.  Report  G  of  the  Board  of  Trustees  0-91),  A  Proposed  AM  A  National  Cam- 
paign Against  Family  Violence  (Policy  515.986),  outlined  an  action  plan  of  activities  to  address  family  violence. 

COMMUNICATION  STRATEGIES 

On  June  10  and  17,  1992,  issues  of  the  Journal  of  the  American  Medical  Association  (JAMA)  and  specially 
journals  were  devoted  to  the  topics  of  'Violence  in  America'  and  'Domestic  Violence.'  respectively.  The  release 
of  these  issues  was  preceded  by  a  press  conference  held  in  Washington,  D.  C.  As  a  result  of  the  excellent  reception 
to  these  journal  articles,  a  compendium  from  JAMA.  American  Medical  News  and  the  specialty  journals  of  the 
American  Medical  Association,  tilled  "Violence/  was  assembled  and  distributed.  The  compendium  represenis  the 
most  current  research  and  up-to-date  literature  reviews  on  the  lopic  of  violence  and  family  violence. 

NATIONAL  COALITION  OF  PHYSICIANS 
AGAINST  VIOLENCE 

The  National  Coalition  of  Physicians  Against  Violence  currently  has  a  membership  of  4,000.  New  registrations 
are  received  daily.  All  members  of  the  Coalition  receive  membership  cards,  a  mission  suiemeni,  a  family  violence 
poster,  a  newsletter  and  a  set  of  the  four  diagnostic  and  treatment  guidelines  published  by  the  American  Medical 
Association. 

The  primary  purpose  of  the  Coalition  is  to  provide  the  nidus  for  the  development  of  violence  prevention 
committees  through  local  medical  societies.  This  is  alread\-  occurring  in  16  states.  Lists  of  Coalition  members  have 
already  been  sent  out  to  sute  and  local  medical  societies.  In  addition,  the  Division  of  Communications  has  developed 
a  project  book  titled  'VtTiai  You  Can  Do  About  Famil>  Violence. '  The  book  is  designed  specificall>  for  use  by  suie 
and  counn-  medical  societies,  and  makes  suggestions  for  the  development  of  violence  prevention  committees. 

A  National  Advison.'  Coimcil  on  Familv  Violence  consisting  of  representatives  from  the  specialty-  societies  has 
been  organized.  Fort>'  special:)'  organizations  have  designated  representatives.  The  first  meeting  of  the  group  was 
held  in  Chicago  in  September  1992.  A  second  meeting  of  the  Council  was  held  in  Washington.  D.  C.  on  April  j-2. 
1993.  Vv'hile  still  in  the  formative  stages,  the  Advisory  Council  is  examining  issues  concerning  medical  education, 
federal  and  stale  legislation,  and  the  needs  of  professionals  working  in  the  various  areas  of  famil>'  violence. 

An  outgrowth  of  the  Advisory  Council's  activities  includes  the  formation  of  a  group  of  medical  school  deans 
interested  in  developing  curricula  on  the  different  forms  of  abuse  for  undergraduate  clinical  education.  Once 
completed,  the  model  curricula  will  be  disseminated  to  medical  schools  around  the  country. 

NATIONAL  MEDICAL  RESOURCE  CENTER 

Tne  National  Medical  Resource  Center  on  Family  Violence  continues  lo  gather  protocols  and  guidelines  which 
address  the  various  forms  of  abuse.  Through  the  National  Resource  Center,  the  AMA"s  Diagnostic  and  Treatment 
Guidelines  on  child  physical  abuse,  child  sexual  abuse,  domestic  violence  and  elder  abuse  have  been  uidel\ 
distributed. 
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Reports  from  the  various  AMA  Councils  have  also  been  made  available  through  the  National  Resource  Center, 
lo  addition  to  existing  reports  on  violence  against  women,  adolescents  as  victims  and  perpetrators  and  physicians 
and  family  violence,  the  House  of  Delegates  will  consider  at  its  1993  Annual  Meeting  a  report  on  substance  abuse 
and  family  violence.  Reports  on  the  impact  of  family  violence  on  mental  health  and  violence  against  men  are 
currently  under  preparation. 

IMPACTING  THE  HEALTH  CARE  SYSTEM 

Beginning  in  January  1992.  the  Joint  Commission  on  Accreditation  of  Healthcare  Organizations  (JCAHO) 
required  hospital  emergency  departments  and  ambulatory  care  facilities  to  meet  standards  for  ail  forms  of  abuse: 
child  abuse,  sexual  assault,  domestic  violence  and  elder  abuse.  The  standards  require  that  policies  and  procedures 
be  in  place  to  address  diagnosis,  appropriate  treatment  and  referral,  and  staff  education  in  order  to  be  accredited 
by  the  JCAHO.  The  American  Medical  Association,  the  American  Hospital  Association  and  the  Education  Develop- 
ment Center,  Inc.,  of  Newton.  Massachusetts,  have  completed  a  proposal  which,  when  funded,  will  allow  for  the 
development  of  model  protocols  and  education  and  training  programs  to  assist  hospital  staff  in  complying  with  the 
new  JCAHO  standards. 

NATIONAL  INVITATIONAL  CONFERENCE  ON  THE 
PREVENTION  OF  FAMILY  VIOLENCE 

A  National  Invitational  Conference  on  Family  Violence  will  be  held  on  March  11-13.  1994.  in  Washington. 
D.  C.  The  Conference  will  focus  on  how  medicine  and  the  law  can  work  effectively  together  to  address  the 
problems  of  family  violence.  National  organizations  representing  medicine  and  law,  leading  attorneys  and  physicians 
specializing  in  issues  of  family  violence,  and  members  of  Congress  interested  in  family  violence  will  be  invited  to 
attend  the  Conference.  Outcomes  for  the  Conference  include  the  development  of  programmatic  activities  to  be 
embraced  by  national  organizations  and  policy  recommendations  to  be  delivered  to  Congress  and  sute  governments. 
A  planning  meeting  for  the  Conference  will  be  held  March  31.  1993.  Cosponsorship  by  the  .\merican  Bar  .Associa- 
tion, the  American  Denui  .Association,  the  American  Hospiul  .Association  and  the  American  Nurses  .Association 
has  already  been  agreed  upon. 

THE  .AMA'S  CONTINUED  INVOLVEMENT  ON  VIOLENCE  ISSUES 

Family  violence,  as  compared  to  other  more  global  types  of  violence.  w.is  selected  by  the  Board  of  Trustees 
because  of  its  more  direct  relevance  to  practicing  physicians.  Nevertheless,  research  has  shown  thai  violence 
occurring  in  the  family  is  carried  over  to  the  community.  The  possibility  that  children  who  are  victimized  may 
continue  to  perpetuate  the  cycle  of  violence  as  adults  in  their  own  families,  as  well  as  the  broader  communit\  .  is 
an  issue  receiving  attention  by  the  research  communit>'. 

International  homicide  rates  for  males  15-24  years  of  age  suggest  that  the  United  Sutes  is  the  most  violent 
country  in  the  world.  Our  own  experiences  seem  to  substantiate  this  finding  given  the  recent  problems  in  Los 
.Angeles,  the  number  of  articles  in  our  newspapers  about  drive-by  shootings,  the  rising  homicide  rates,  children 
coming  to  school  with  guns,  and  the  often  heard  denunciation  about  the  amount  of  violence  portrayed  on  television. 

Since  the  initiation  of  the  Physicians  Campaign  Against  Family  Violence  in  October  1991.  the  American 
Medical  Association  has  received  extremely  positive  feedback  from  physicians,  other  professional  groups  and  the 
general  public.  The  Campaign  began  as  an  effort  to  heighten  awareness  among  physicians  regarding  the  abuses 
constituting  family  violence  and  to  educate  them  in  appropriate  diagnosis  and  treatment.  This  work  began  with  the 
issuing  of  the  .AMA  Diagnostic  and  Treatment  Guidelines  on  child  physical  abuse,  child  sexual  abuse,  domestic 
violence  and  elder  abuse. 

The  AMA's  involvement  in  the  area  of  family  violence  has  caulyzed  a  variet>'  of  positive  responses  from  the 
public,  the  news  media,  professional  organizations,  advocacy  groups,  members  of  Congress  and  other  governmental 
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agencies.  The  AMA  is  clearly  viewed  as  a  leader  in  this  area  and  has  given  the  issue  of  family  violence  a 
prominence  that  few  other  organizations  could  provide.  Indeed,  many  complemenury  programs  have  been  launched 
by  constituent  societies  in  the  federation  as  well  as  by  the  Auxiliary  and  other  distinguished  organizations.  The 
AMA's  efforts  have  also  provided  a  forum  for  discussion  among  all  those  concerned  with  this  issue. 

To  extend  its  leadership  role  in  this  area  of  public  health.  AMA  efforts  must  include  coordination  and  violence 
prevention.  While  diagnosis  and  treatment  is  of  great  importance  to  physicians,  a  public  health  approach  that  places 
emphasis  on  primary  prevention  of  violent  behaviors  is  indicated. 

V 

RECOMMENDATIONS 

The  Board  of  Trustees  recommends  that  the  following  policy  statements  be  adopted: 
1.  Recognition,  Safety  and  Treatment 

A.  The  AMA  should  provide  educational  and  training  opportunities  for  physicians  in  diagnosing, 
treating,  and  referring  cases  of  abuse  constituting  family  violence; 

B.  Work  with  the  American  Hospital  Association  to  encourage  the  development  of  hospital- 
based  progranats  for  the  diagnosis  and  treatment  of  abuse  among  all  people,  especially  in 
geographic  areas  of  high  risk  for  violence; 

C.  Work  with  the  American  Hospiul  Association  to  encourage  the  development  of  multi- 
disciplinary  hospital-based  teams  of  professionals  to  assist  physicians  and  other  health 
professionals  in  the  diagnosis  and  management  of  family  violence  cases; 

D.  Develop  and  disseminate  model  curricula  on  violence  for  incorporation  into  undergraduate 
and  graduate  medical  education. 

n.  Coordination  of  Efforts  of  Violence  Control  and  Prevention  Activities 

A.  State  and  county  medical  societies  should  convene  or  join  state  and  local  health  departments, 
criminal  justice  and  social  service  agencies  and  local  school  boards  to  collaborate  in  the 
development  and  support  of  violence  control  and  prevention  activities.  These  efforts  should 
be  coordinated  through  sute  and  local  health  departments. 

B.  Hospitals  should  meet  with  agencies  within  their  own  communities  that  provide  assistance 
to  victims  of  family  violence  and  develop  protocols  for  working  with  one  another. 

C.  Collaborate  and  coordinate  with  the  Centers  for  Disease  Control  and  Prevention  supported 
comprehensive  school  health  programs  initiative  to  develop  health  education  curricula  for 
grades  kindergarten  through  12  on  topics  including  violence  avoidance,  conflict  resolution 
and  enhancement  of  self-esteem. 

m.  Primary-  Prevention 

A.  State  and  coimty  societies  should  support  violence  prevention  committees  made  up  of  phy- 
sicians and  members  of  the  AMA  Alliance  for  the  purpose  of  esublishing  local  agendas; 

B.  Encourage  all  physicians  to  routinely  screen  for  the  effects  of  violence  and  abuse  in  all 
patients; 
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C.  Develop  a  'iraitfthe-lrainers*  prosram  on  primary'  prevention  for  physician  members  of  the 
National  Coalition  of  Physicians  Against  Family  Violence  to  work  within  local  school 
districts  to  implement  educational  programs  on  violence  prevention  and  substance  abuse. 

IV.  The  AMA  should  study  the  problem  of  domestic  violence  in  doctors'  families  and  make  recommenda- 
tions eoneeming  approaches  to  recofnition  and  treatment. 
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B.   VIOLENCE  AGAINST  WOMEN 

HOUSE  ACTION:     RECOMMENDATIONS  ADOPTED  AS  FOLLOWS  AND  REMAINDER 
OF  REPORT  FILED. 

The  two  decades  since  the  1960s  have  witnessed  a  new  national  awareness  of  the  violence  faced  by 
women.  Prior  to  the  19605.  only  a  few  forms  of  violence  -  sucn  as  assault  or  rape  by  strangers  or  casual 
acquaintances  -  were  seen  as  a  danger  to  women.  Families  were  assumed  to  afford  protection  against  this 
danger,  ar>d  women  were  advised  to  seel(  the  shelter  of  tnei'  nomes  m  order  to  remain  safe  from  harm.  The 
study  of  assaults  occurring  withm  families  did  not  begm  un;ii  me  1960s,  with  an  emphasis  on  physical  child 
abuse.  At  this  time,  there  were  almost  no  reports  of  sexually  molested  children  or  abused  wives.  Violence 
m  The  family  was  thought  to  be  infrequent  and  to  result  from  the  psychopathology  in  the  individuals 
involved,  rather  than  being  viewed  as  a  society Avioe  prooiem  vi  nh  far-reachmg  consequences. 
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The  new  knowledge  on  violence  against  women  began  with  tne  anti-raoe  movement  which,  m  the 
1960s,  began  to  focus  on  sexual  violence  against  women  by  strangers  and  acQuamtances.  Such  discussions 
revealed  the  prevalence  of  women  experiencing  sexual  assaults  by  intimate  males,  rather  than  strangers, 
and  led  to  the  identification  of  physical  assaults  of  women  by  male  intimates  as  a  phenomenon  of  pre- 
viously unrecognized  proportions.  Studies  now  document  that  women  m  the  United  States  are  more  likely 
to  be  assaulted  and  injured,  raped  or  killed  by  a  current  or  ex-male  partner  than  by  all  other  types  of 
assailants  combined. 

RELEVANCE  FOR  MEDICAL  PRACTITIONERS 

There  have  been  earlier  periods  m  U.  S.  history  when  the  victimization  of  women  and  children  became 
topics  of  special  concern.  However,  the  past  two  decades  represent  the  first  time  that  systematic  data 
on  prevalence  and  outcomes  have  been  gathered  or  that  responses  have  been  so  wide-rangmg,  involving 
advocacy,  medical,  mental  health,  criminal  justice,  governmental,  and  academic  communities.  Major  re- 
search and  police  initiatives  have  been  developed  to  address  aggression  occurring  within  families.  Rape 
laws  have  been  amended  nationwide  to  protect  victims:  m  some  cases  removing  the  exemption  offered 
for  assaults  by  husbands  and  ex-husbands.  Nearly  every  state  has  established  new  legislation  targeted 
for  violence  between  adult  partners,  and  federal  legislanori  on  violence  agamst  women  is  now  pending. 
Although  the  medical  community  —  along  with  the  crimmai  lustice  system  -  is  the  most  likely  to  see 
women  victims,  and  thus  constitutes  a  frontline  of  identification  and  intervention  and  although  police  and 
others  in  the  legal  community  increasingly  benefit  from  training  and  enhanced  procedures  in  responding 
to  women  victims,  only  rarely  are  physicians  and  other  medical  staff  provided  with  training  or  specific 
protocols  to  aid  in  dealing  with  these  cases. 

In  summarizing  the  concerns  of  physicians  and  public  health  officials,  attending  the  AMA  National 
Leadership  Conference.  Surgeon  General  Antonia  Noveiic.  M.  D..  oted  a  Centers  for  Disease  Control  study 
reporting  that  violence  by  intimate  partners  is  the  leading  cause  o'  mjury  for  women,  "responsible  for  more 
injuries  than  car  crashes,  rape  and  muggings  combined."  Novelio  continued,  "But  sadly,  the  medical  com- 
munity has  vet  to  consistently  identify  these  women  as  vic:ims  and  extend  treatment  beyond  the  physical 
manifestations  of  an  abusive  relationship"  (Doctors  Urgeo  :c  Ac:  m  "Cnsis"  of  Violence,  American  Medical 
News,  March  4.  1991). 

The  cost  of  a  failure  to  identify  and  intervene  witn  violence,  in  terms  of  patients'  suffering  and  the  use 
of  medical  providers'  time  and  resources,  is  incaicuiaoie  ^arncuiariv  with  violence  by  intimates,  assaults 
tend  (a)  to  be  repeated  over  time,  (b)  to  produce  more  i^iunes  man  assaults  by  strangers,  and  Id  to  nave 
complicateo  seoueiae  witn  implications  for  further  moroio-tv  ic  c..  the  possible  victimization  of  another 
family  member  by  the  original  abuser  or  viaiml.  The  long  te'm  nature  of  the  effects  of  trauma,  the  pattern 
of  repeated  assaults  by  assailants  m  families,  and  the  freoucncv  wan  which  intimate  assaults  against  women 
result  in  injury  typically  mean  repeated  contacts  wim  .<c:  ^^s  involving  various  medical  personnel  and 
services,  wim  a  low  success  rate  for  the  alleviation  c*  ivmoTOT^s  Moreover,  as  Robert  McAfee.  M.  0.. 
Vice  Chairman  of  the  AMA  Board  of  Trustees  noiec  aoc<;ion  to  the  terrible  human  toll,  violence 
strains  the  resources  of  our  health  care  system  .  .  .  v^'r.f  <ve  are  oeing  constantly  criticized  about  health 
care  costs,  this  is  one  of  the  factors  driving  those  costs  uo  Doctors  Urged  to  Act  in  "Crisis"  of  Violence, 
American  Medical  News,  March  4,  1991). 

OVERVIEW  OP  TOPICS  COVERED 

This  repoa  reviews  the  following  (overlapping)  fomt  o«  «.oience  against  women:  rape,  physical  and 
sexual  assaults  by  mantai  or  dating  partners,  and  me  ong  term  effects  of  child  sexual  molestation  m 
adult  women.  (Topics  of  child  physical  abuse  and  eioer  abuse  nave  been  covered  more  generally  in  other 
Council  publications.)  Empirical  evidence  on  prevalence  ano  me  ohysicai.  psychosocial  and  emotional 
outcomes  of  these  types  of  victimization  are  reviewec.  'e<evance  <or  the  practice  of  medicme  discussed 
and  recommendations  for  enhanced  identification  ane  ressonjc  sresented. 
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RAPE 

In  traditional  definitions,  rape  has  been  defined  as  the  "carnal  knowledge  of  a  female  forcibly  and 
against  her  will."  The  meaning  of  "carnal  knowledge"  is  restricted  to  vaginal-penile  penetration;  other  types 
of  sexual  penetration  are  excluded.  This  definition  is  used  by  the  Federal  Bureau  of  Investigation  (FBI)  for 
its  Uniform  Crime  Reports  of  offenses  known  to  the  police,  as  well  as  by  the  National  Crime  Survey  (NCS) 
'to  measure  the  extent  of  unreported  crime  in  the  United  States.  Although  data  on  rape  is  gathered  at  the 
federal  level,  actual  legislation  on  rape  varies  by  state.  In  the  last  two  decades,  legal  definitions  of  rape  have 
undergone  extensive  revisions:  many  states  now  utilize  expanded  (or  reform)  statutes  that  define  rape  as 
the  "nonconsensual  sexual  penetration  of  an  adolescent  or  adult  obtained  by  physical  force,  by  threat  of 
bodily  harm,  or  when  the  victim  is  incapable  of  giving  consent  by  virtue  of  mental  illness,  mental  retarda- 
tion, or  intoxication."  These  reform  definitions  typically  include  other  types  of  sexual  penetration,  in 
addition  to  vaginal,  as  well  as  attempts  to  commit  rape  by  force  or  threat  of  force. 

Incidence  and  Prevalence  of  Rape 

According  to  FBI  crime  reports,  a  total  of  92,486  rapes  of  women  were  reported  to  the  police  for  the 
year  1988.  Approximately  82  percent  of  these  rapes  were  completed  by  force;  the  remaining  18  per- 
cent were  forcible  attempts.  This  yields  a  viaimization  rate  of  approximately  73  rapes  per  100,000  adult 
women.  Estimates  based  on  the  National  Cnme  Survey,  which  includes  incidents  not  necessarily  reported 
to  the  police,  are  nearly  twice  as  high:  for  1987,  the  rate  of  rape  victimization  was  1.3  per  1 ,000  women 
and  girls  (excluding  chikjren  under  the  age  of  12)  and  0.1  per  1 ,000  men  and  boys. 

However,  parameters  of  both  the  Uniform  Cnme  Reports  and  the  National  Crime  Survey  exclude  many 
incidents  of  forcible  sexual  assault.  Only  a  small  percentage  of  crimes  are  reported  to  the  police.  Signifi- 
cantly, officials  consider  rape  to  be  the  most  underreported  of  all  cnme  categories  measured  and,  although 
the  NCS  is  designed  to  tap  the  incidence  of  unreported  cnme,  no  specific  equations  regarding  sexual  assault 
are  included.  The  single  question  to  probe  for  rape  asks,  "Has  anyone  attacked  you  in  some  other  way 7" 
Unless  a  respondent  volunteers  information  about  sexual  assault,  no  further  questions  are  asked.  Further, 
the  context  of  a  "crime"  virtually  guarantees  underreporting  of  intrafamily  assaults  m  both  surveys.  Mantal 
rape  has  been  exempt  from  rape  laws  m  most  states  until  recently,  and  still  is  almost  never  reported  to 
police.  NCS  respondents  may  view  assaults  occurring  between  family  members  as  personal  problems,  rather 
than  as  criminal  aaions.  Further,  NCS  interviews  are  frequently  conducted  with  other  family  members 
present  and  thus  privacy  in  responding  is  not  assured. 

Eoidemiological  Studies.  Prevalence  studies  using  epidemiologic  methods  yield  more  reliable  estimates. 
Such  studies  now  indicate  that  at  least  20  percent  of  aoult  women,  15  percent  of  college  women  and  12 
percent  of  adolescent  girls  have  experienced  sexual  abuse  and  assault  during  their  lifetime,  in  a  study  using 
the  California  rape  statute  to  define  rape  as  "forced  intercourse  .or  intercourse  completed  when  the 
woman  was  drugged,  unconscious,  asleep  or  otnerwise  totally  helpless  and  hence  unable  to  consent  , 
and  an  intensive  interview  format.  44  percent  of  a  random  sample  of  women  had  experienced  at  least  one 
attempted  or  completed  rape.  Similarly,  m  a  community  study  conducted  m  South  Carolina.  23  percent  of 
adult  women  had  experienced  a  completed  race  loefinea  as  nonconsensual  penetration  involving  force 
or  the  threat  of  force),  and  13  percent  had  experienced  attempted  rape.  Estimates  for  Afncan-Amencan 
women  are  even  higher.  Again  using  a  strict  definition  of  raoe  and  a  detailed  interview  format  with  a  com- 
munity sample  of  women  in  Los  Angeles,  one  in  four  African-American  women,  and  one  in  five  white 
American  women,  repoaed  at  least  one  incident  of  completed  or  attempted  rape  since  their  age  18. 

Incidence  figures  (the  number  of  new  cases  witnm  a  given  time  frame)  add  dimension  to  these  findings. 
In  a  study  of  2^91  adult  women  in  Ohio,  28  per  1.000  women  had  experienced  rape  in  the  12  months 
prior  to  the  survey,  based  on  the  traditional  FBI  definition;  using  an  expanded  reform  definition,  the  rate 
rose  to  62  women  per  1,000.  Even  using  the  more  restrictive  parameters,  these  figures  mean  that  one  out  of 
every  55  adult  women  experienced  a  rape  as  defined  by  tne  FBI  during  that  one-year  period.  Usmg  reform 
defmitions  now  adopted  by  many  states,  one  m  24  women  nad  experienced  a  rape  in  the  prior  12  months. 
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High-Risk  Populations.  Groups  m  which  the  incidence  of  rape  is  particularly  high  include  children 
under  the  age  of  12,  adolescent  and  voung  adult  women  up  to  the  age  of  25.  women  on  college  campuses, 
minority  women,  elderly  women  and  the  handicapped.  Children  are  most  at  risk  from  assaults  by  family 
members  and  other  caretakers,  and  least  at  risk  from  strangers  (see  section  on  childhood  molestation). 
Similarly,  adolescents  and  young  adult  women  are  most  at  risk  for  acquaintance  and  date  rape  and  least  at 
risk  from  someone  unknown  to  them  (see  dating  violence).  Both  young  adult  and  older  women  are  more 
vulnerable  to  sexual  assaults  by  marital  or  ex-mantal  partners  than  to  rape  from  acquaintances  or  strangers 
combined  (see  discussion  of  marital  rape). 

Impacts  on  Psychological  and  Social  Well-Being 

Initial  Effects.  Initial  reactions  to  sexual  assault  include  shock,  numbness,  withdrawal  and  denial. 
Victims  of  stranger  attacks  often  are  afraid  their  assailant  will  return  and  further  harm  them,  and  they  may 
fear  retaliation  if  they  contaa  the  police.  Victims  of  attacks  by  acquaintances  or  intimates  are  often 
stunned  that  someone  known  to  them  or  someone  they  trusted  could  attack  them  m  this  manner.  In 
initial  presentations  to  police  or  medical  staff,  victims  may  appear  unnaturally  calm  and  detached  (although 
some  physical  signs  such  as  shaking  or  lowered  skin  temperature  are  usually  present),  or  they  may  be 
crying  or  angry  and  emotive. 

Typically,  there  is  a  lessening  of  these  initial  symptoms  after  the  first  two  weeks  and  the  viaim  may 
enter  a  denial  phase,  in  which  there  is  an  outward  appearance  of  adjustment.  Those  surrounding  the  victim 
may  comment  on  how  well  she  has  recovered  from  the  trauma  and  assume  that  the  worst  is  over.  However, 
studies  suggest  a  period,  occurring  from  two  weeks  to  several  months  post-assault,  m  which  symptoma- 
tology returns  and  may  intensify.  It  is  at  this  time  that  the  victim  may  begin  a  pattern  of  help-seeking  for 
these  symptoms,  without  informing  those  she  contacts  of  the  rape  experience  that  underlies  them. 

Long-Term  Effects.  Research  has  documented  that  the  "aftereffects"  of  rape  are  persistent  and  long- 
lasting.  Victims  often  react  with  chronic  anxiety  and  continued  feelings  of  vulnerability,  loss  of  control 
and  self-blame  long  after  the  assault.  Common  long-term  reactions  include  specific  anxiety,  nightmares, 
catastrophic  fantasies,  feelings  of  alienation  and  isolation,  sexual  dysfunctions  and  physical  distress. 

In  cross-sectional  research,  women  who  have  been  raped  tend  to  score  high  on  almost  every  kind  of 
measure  of  psychological  distress,  post-assault.  In  one  study,  rape  victims  who  were  as  much  as  16  years 
post-assault  were  found  to  have  consistently  higher  levels  of  fear  and  anxiety  than  women  without  rape 
experiences.  Other  long-term  effects  include  mistrust  of  others,  resulting  in  disruption  of  personal  relation- 
ships or  styles  of  relating,  the  development  of  phobias,  manifestations  of  depression  and  hostility,  and 
somatic  symptoms.  Manifestations  of  depression  may  include  general  apathy  or  suicidal  ideation.  Suicidal 
thoughts  are  repoaed  in  between  33  percent  and  50  percent  of  rape  victims  in  cross-sectional  studies.  In  a 
community  sample  of  women  not  seeking  treatment,  between  17  percent  and  19  percent  of  rape  victims 
made  suicide  attempts. 

High-Risk  Groups  for  Post-Rape  Distress.  Some  studies  have  found  that  women  who  were  m  situations 
in  which  they  judged  themselves  to  be  safe  when  they  were  raped  (e.  g..  at  home,  with  a  trusted  acquain- 
tance or  partner)  experience  more  intense  fear  and  depression  after  the  assault  than  other  victims.  Women 
with  prior  victimization  histories  also  evidence  especially  severe  aftereffects,  particularly  depression,  as  the 
assault  triggers  memories  of  a  past  assault  or  childhood  molestation.  Other  factors,  such  as  the  level  of 
phy'sical  threat,  injury  and  medical  complications  increase  the  vulnerability  to  post-rape  symptoms.  Al- 
though it  is  often  assumed  that  women  who  are  the  victims  of  stranger  rapes  are  more  severely  traumatized 
than  those  victimized  by  persons  they  know,  research  has  not  supported  this  assumption.  In  comparing 
victims  on  measures  of  depression  and  anxiety,  women  assaulted  by  family  members  or  dates  experience  as 
severe  levels  of  distress  as  women  assaulted  by  acquaintances  or  strangers. 

Posttraumatic  Stress  Disorder.  This  complex  of  effects  m  the  aftermath  of  rape  often  meet  the  criteria 
for  the  diagnosis  of  posnraumatic  stress  disorder  (PTSD).  In  fact,  rape  victims  are  believed  to  constitute  the 
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largest  category  of  PTSD  sufferers.  Hallmarks  of  PTSD  include  psychic  numbing,  intrusive  reexoeriencmg 
of  the  trauma  months  or  even  years  after  the  event,  avoidance  of  stimuli  associated  with  the  trauma,  and 
intense  psychological  distress. 

Impacts  on  Physical  Health  and  Well-Being 

Initial  Effects.  Intrusive  thoughts  about  danger,  fears  about  future  victimization,  and  the  physioiogic 
arousal  associated  with  these  cognitions  not  only  disrupt  social  and  psychological  functioning,  but  often 
lead  to  physical  symptoms  as  well.  Immediate  medical  concerns  after  rape  include  injury,  infection  and 
documentation.  Most  hospitals  have  protocols  for  Intervention  with  rape  victims  who  present  themselves 
to  emergency  rooms  for  medical  care  and  testing.  In  the  first  weeks  immediately  following  a  rape,  physical 
effects  of  trauma  may  include  soreness,  bruising,  rectal  bleeding  and  other  injuries.  Gastrointestinal  irrita- 
bility, fatigue  and  chronic  fatigue,  tension  headaches,  intense  startle  reactions,  and  disturbed  sleeping  and 
eating  patterns  also  often  are  noted. 

Long-Term  Effects.  Specific  and  ongoing  health  concerns  after  rape  include  gynecological  trauma  such 
as  vaginal  tearing  or  injuries  to  the  vulva,  the  risk  of  pregnancy,  and  the  potential  for  contracting  infections 
or  sexually  transmitted  diseases.  Currently,  the  risk  of  HIV  infection  and  therefore  of  AIDS  is  of  increasing 
concern  to  rape  victims  and  those  who  treat  them,  and  contributes  to  the  sense  of  fear  and  of  irreparable 
damage  with  which  survivors  must  deal.  Victims  may  also  seek  to  escape  the  pam  of  rape's  aftereffects 
through  alcohol  and  drugs,  further  disrupting  physical  and  psychological  well-being. 

Victims'  Use  of  Health  Care  Services 

Rape  victims  appear  to  be  frequent  users  of  medical  services  m  the  months  and  years  post-assault. 
Survivors  perceive  themselves  as  less  healthy  and  report  visiting  physicians  more  often  than  nonvicums. 
regardless  of  the  length  of  time  since  the  rape  incident.  They  are  more  likely  to  repoa  symptoms  m  every 
part  of  the  body  (except  dermatology  and  eyes)  than  nonvictims.  They  also  report  more  injurious  heaitn 
habits  than  nonvictims.  including  smokmg.  drinking  and  overeating,  in  one  study,  visits  to  physicians  in- 
creased 18  percent  in  the  year  of  the  assault.  56  percent  m  the  following  year  and  31  percent  the  year 
after,  compared  to  previctimizanon  levels.  Nearly  all  victims  made  visus  to  primary  care  physicians  m  eacr 
of  the  two  years  after  the  assault. 

Special  Considerations  for  Health  Care  Providers.  Although  most  emergency  rooms  have  estaonsneo 
protocols  for  rape  victims  who  are  seen  soon  after  tne  incident  and  acknowledge  they  have  been  raped, 
only  a  smaii  mmontv  of  victims  seek  tms  type  o<  assistance.  Other  victims  present  to  private  physicians  or 
emergency  rooms  with  complaints  based  on  the  symptoms,  but  do  not  disclose  tna:  an  assault  has  occurrec 
Still  others  do  not  present  until  montns  after  tne  mcioeni.  but  men  contact  tne  meoicai  community  re- 
peatedly over  time  m  an  attempt  to  deal  witn  long-term  effects  ano  complications.  Sariy  identification  o" 
rape  trauma  by  medical  staff  can  nelp  demystify  nonspecific  medical  complaints  and  legitimate  oanen;  s 
Distress,  as  weii  as  enabling  tne  pnysician  to  maKe  appropriate  referrals  to  nelp  sources  to  assist  witn  raoe 
recovery.  Some  lessening  of  the  emotional  and  psycnoiogicai  oistress  may.  m  turn,  result  m  a  lesseninc 
of  symptoms  ano  tnus  m  tne  need  for  medical  contacts. 

Specific  protocols  that  take  mto  account  the  victim's  relationship  lo  the  assailant  will  also  contribute 
to  a  patient's  well-being  and  the  effectiveness  of  the  treatment  provided.  As  noted  earlier,  women  are  more 
likely  to  oe  sexually  assaulted  by  their  intimates  than  by  strangers.  Procedures  developed  for  the  victims 
of  stranger  rape  work  poorly  in  these  cases.  Victims  of  mtimate  assault  are  less  likely  to  formally  report 
the  assault,  either  immediately  or  as  a  part  of  a  medical  history,  and  thus  are  unlikely  to  be  assisted  unoer 
established  protocols.  Even  given  rape  disclosure,  established  procedures  may  not  provide  medical  staff 
with  guidance  on  what  to  do  if  the  assailant,  e.  g..  the  partner,  is  present  m  the  emergency  room  or  doctor's 
office.  Yet  the  long-term  effects  of  partner  rape  are  often  as  severe,  and  chances  o<  mjury  greater,  than  wan 
stranger  rapes.  Medical  protocols  should  take  this  mto  account  through  the  development  of  procedures  for 
cases  of  intimate  violence.  The  physical  and  sexual  assault  of  women  by  intimates  is  discussed  furtnc 
ir.  tne  foiiov.-ing  section. 
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PARTNER  VIOLENCE 

Although  the  danger  of  victimization  bv  strangers  nistoncally  has  received  tne  most  attention, 
nationally  representative  studies  consistently  indicate  that  women  are  most  at  risk  from  their  intimates,  par- 
ticularly from  male  partners.  In  a  1985  survey  of  mtact  couples,  self -reports  indicated  that  nearly  one  out 
of  every  eight  husbands  had  carried  out  one  or  more  acts  of  physical  aggression  against  their  female  partner 
during  the  survey  year.  Although  the  stereotype  of  "domestic  violence"  tenos  to  be  that  of  relatively  mmor 
assaults  and  sQuabbles.  over  one-third  of  these  assaults  involved  severe  aggression  such  as  punching,  kicking, 
choking,  beating  up.  or  using  a  knife  or  a  gun.  These  findings  mean  that,  m  an  average  l2  month  period  m 
the  United  States,  approximately  two  million  women  are  severely  assaulted  by  male  partners,  Victims'of 
violence  by  intimates  are  much  more  likely  to  be  reassaulted  wuhin  six  months  than  those  attacked  by  non- 
intimates.  Women  who  are  separated  or  divorced  from  their  partners  are  at  the  highest  risk  of  assault. 

As  with  other  types  of  intimate  violence,  figures  based  on  national  surveys  are  marked  underestimates. 
Such  surveys  typically  do  not  include  tne  very  poor,  those  who  do  not  speak  English  fluently,  those  wnose 
lives  are  especially  chaotic,  and  all  individuals  who  are  institutionalized,  hospitalized,  homeless  or  incar- 
cerated at  the  lime  the  survey  is  conducted.  Furtner.  estimates  are  based  on  only  those  resoondents  who  are 
willing  to  reoort,  even  anonymously,  acts  of  violence  they  have  perpetrated  or  expenenceo  to  an  unknown 
interviewer  Researchers  on  family  violence  agree  that  the  true  incidence  of  partner  violence  is  probably 
oouble  the  above  estimates,  or  four  million  severely  assaulted  women  per  year.  Studies  on  prevalence 
suggest  that  from  one-fifth  to  one-third  of  all  women  will  be  physically  assaulted  by  a  paaner  or  ex-oartner 
during  their  lifetime. 

Risks  of  Partner  Violence  for  Women  and  Men 

Although  some  surveys  suggest  nearly  eoual  participation  rates  for  women  and  men  (i.  e..  that  about  as 
many  women  as  men  have  perpetrated  at  least  one  act  of  aggression:  threw  something,  pushed,  shoved, 
slapped,  hit.  etc.).  some  clarifications  should  be  noted.  First,  in  this  research,  no  questions  are  asked  aoout 
the  context  within  which  these  actions  occur  and  thus  there  is  no  measure  of  acts  that  are  unaeaaken  m 
self -aefense.  Second,  the  same  surveys  find  that  the  frequency  and  types  of  aggression  perpetrated  bv 
women  and  men  m  partner  relationships  differ: 

a.  Men  perpetrate  more  aggressive  actions  against  their  femaie  partners  :^an  women  ao 
against  tneir  male  partners; 

0.  Men  oeroetrate  more  severe  actions  -  sucn  as  puncnmg,  kicking,  cnoKing,  oeaung  uD  or 
using  a  knife  or  gun;  and 

c.  Men  are  more  likeiy  to  perpetrate  multiple  aggressive  actions  agams:  a  female  oartner 
during  a  singie  incident  than  are  women  agamst  male  partners. 

Even  wner  comparec  with  relationships  m  wnicn  women  nave  oerpetrateo  at  least  one  aggressive  act,  tne 
offending  rate  for  men  for  severe  violence  •%  ^2  oercent  mgner 

Severity  of  Outcomes  for  Women.  In  combination  with  men's  greater  average  physical  strength,  tnese 
factors  lead  to  Quite  different  physical  outcomes  for  women  and  men.  Women  are  much  more  likeiy  to  be 
injured  by  their  male  partners  than  men  are  by  their  femaie  partners,  in  analyzing  injury  reports  from  the 
National  Crime  Survey  in  1980.  over  80  percent  of  all  assaults  agamst  spouses  and  ex-spouses  resulted  m 
injuries,  compared  to  54  percent  of  the  victims  of  stranger  violence;  victims  of  marital  violence  also  had 
the  highest  rates  of  internal  injuries  and  unconsciousness. 

Homicide  figures  for  the  United  States  also  demonstrate  the  differential  risk  for  women  and  tne 
severity  of  physical  outcomes  of  partner  assault.  From  1976  through  1987,  the  deaths  of  approximately 
38.648  people  over  tne  age  of  15  resulted  from  one  partner  killing  another  (including  homicides  by 
married,  common-iaw,  ex -married  or  datmc  partners)   Of  these  deaths.  61  percent  of  the  victims  were 
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women  killed  by  male  partrwrs  ar^  39  percent  were  men  killed  by  female  parrrwrs.  Per  white  couples,  the 
differences  were  more  marked:  70  percent  of  partner  homicide  victims  were  women  and  30  percent  were 
men.  Rates  for  all  female  perpetrated  partner  homicides  have  dropped  dramatically  since  the  mid- 1970s: 
from  1976  to  1985.  there  was  over  a  25  percent  deaease  in  the  overall  numbers  of  women  killir>g  male 
partners.  This  drop  was  lirtked  with  the  presence  m  a  state  of  domestic  violence  legislation  and  other 
services  for  abused  women,  such  as  shelters  and  crisis  lines.  This  decrease  has  not  been  matched  by  a  similar 
decline  in  men  killing  female  partners,  however.  Over  orte-half  of  women  murdered  in  the  United  States  are 
killed  by  a  current  or  former  male  partr^er. 

Dynamics  of  Violence  Against  Wives  * 

Types  of  partner  abuse  reported  by  women  in  epidemiologic  surveys  range  from  being  slapped, 
punched,  kicked  or  thrown  bodily  to  being  scalded,  choked,  smothered  or  bitten.  In  relationships  with  on- 
going severe  abuse,  typical  assaultive  episodes  often  involve  a  combination  of  assaultive  acts,  verbal  abuse, 
sexual  assault  and  threats.  The  repetition  of  aggression  in  families  is  facilitated  by  the  faa  that  victims  are 
readily  available,  the  amount  of  time  at  risk  is  high,  assaults  can  be  carried  out  in  private,  and  wife-assault  is 
a  relatively  low-risk  behavior  for  the  aggressor,  in  terms  of  identification  and  sanctions. 

Until  the  mid-1970s,  assaults  against  wives  were  considered  misdemeanors  in  most  states  —  even  when 
the  same  action  would  have  been  considered  a  felony  if  perpetrated  against  a  stranger  or  an  acquaintance 
instead  of  a  wife  -  and  police  were  not  empowered  to  arrest  on  a  misdemeanor  charge.  Orders  of  protec- 
tion usually  were  not  available  on  an  emergency  basis  and  typically  carried  no  provisions  for  enforcement 
or  penalties  for  violation.  Moreover,  women  who  eventually  killed  their  mates  in  protection  of  themselves 
or  a  child  found  the  plea  of  self-defense  unavailable  for  their  case.  Only  since  the  late  1970s  have  domestic 
violence  laws  and  the  provision  of  shelters  and  other  services  begun  to  more  seriously  sanction  wife  assault 
and  offer  some  protection  to  abused  women. 

Characteristics  of  Persons  Involved  in  Marital  Violence 

Victims.  Early  research  on  abused  women  focused  primarily  on  women  who  had  sought  special  ser- 
vices. Accordingly,  knowledge  of  victim  cnaracteristics  was  inmaliy  limited  to  women  wnose  resources 
directeo  them  to  public  assistance.  Nationally  randomized  samples  now  documeni  the  diverse  socio- 
economic backgrounds  of  victims;  although  younger  women  and  women  living  m  poverty  are  more  at  risk 
for  both  nonmantal  artd  mantai  violence.  However,  empirical  studies  have  not  found  characteristics  that 
differentiate  women  who  are  victimi2ed  from  women  who  are  not.  other  than  tneir  socioeconomic  status 
and  the  fact  tna:  tney  are  abused. 

In  a  review  of  52  studies  with  comparison  groups,  oniy  or>e  of  <2  potential  risk  markers  for  women  - 
witnessing  parental  violence  as  a  child  or  adolescent  —  was  consistently  associated  with  becoming  a  vicum 
of  marital  violence.  Studies  also  suggest  tna:  oemg  sexually  abused  as  a  child  leaves  women  more  prone  to 
revictimization  m  later  life.  However,  empirically,  neither  personality  factors  nor  behavioral  cnaracter- 
istics distinguished  women  abused  by  male  oartners  from  nonabusec  women.  Aithougn  studies  from  soeciai 
populations  stress  symptomatology,  the  symptoms  that  battered  women  exnioit  appear  most  iikeiy  :o 
be  sequelae  of  the  violence,  rather  than  its  antecedents. 

Abusers.  Seme  commonalities  have  been  found  among  male  abusers,  however.  Men  who  assault  female 
partners  are  more  likely  to  have  witnessed  or  experienced  violence  in  childhood,  to  abuse  alcohol,  to  be 
sexually  assaultive  to  their  wives,  and  to  be  at  risk  for  violence  against  their  own  or  their  partners'  children 
than  are  men  in  comparison  groups  of  nonabusive  males.  They  are  also  more  likely  to  be  involved  m  vio- 
lence toward  strangers  than  men  who  are  not  assaultive  in  the  family. 

Impaas  on  Psychological  and  Social  Weli-Being 

Initial  Effects.  As  would  be  expected,  women  victims  of  a  partner's  violence  have  many  of  the  same 
reactions  as  other  victims.  Durmg  assaults,  tne  primary  focus  is  on  self-protection  and  survival.  Reactions 
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of  shock,  denial,  withdrawal,  confusion,  osycnologicai  numomg  and  fear  are  common.  During,  ana  even 
after,  an  assault,  a  victim  may  offer  little  or  no  resistance  m  an  attempt  to  minimize  the  threat  of  mjurv 
or  renewed  aggression. 

Long-Term  Effects.  Similar  to  rape  victims,  long-term  reactions  m  women  abused  bv  male  partners 
include  fear,  anxiety,  fatigue,  sleeping  and  eatmg  disturbances,  intense  startle  reactions  and  physical  com- 
plaints. As  with  other  types  of  trauma,  abused  women  may  become  dependent  and  suggestible  and  fmd  a 
difficult  to  malce  decisions  alone  and.  during  the  period  that  follows,  minimize  the  danger  and  personal  loss. 
Effects  of  trauma  are  exacerbated  by  the  fact  that  the  aggressor  is  someone  they  may  love,  someon^  they 
are  supposed  to  be  able  to  trust,  and  someone  on  whom  they  may  depend.  Unlike  the  victims  of  strangers, 
victims  of  marital  violence  m  fact  have  a  legal,  financial  and  role  relationship  with  their  assailants,  con- 
founding their  decisions  on  what  to  do  about  the  violence  as  well  as  the  psychological  seouelae.  In  such 
cases,  perceptions  of  vulnerability,  loss  and  betrayal  or  hopelessness  may  be  especially  severe  There  is  also  a 
high  prevalence  of  Depression,  and  suicide  attempts  are  common.  Violence  at  home  typically  leaves  no  place 
in  which  defenses  can  be  let  down. 

Impacts  on  Physical  Health  and  Well-Bemg 

Iniuries  sustained  by  abused  women  range  from  bruises,  cuts,  black  eyes,  concussions,  broken  oones 
and  miscarriages  to  permanent  miunes  such  as  damage  to  jomts.  partial  loss  of  hearing  or  vision,  ano  scars 
from  burns,  bites  or  knife  wounds.  The  force  with  which  an  act  is  earned  out.  the  number  of  repetitions 
of  The  act  and  the  clustering  of  different  acts  together  play  a  major  role  m  determining  the  amount  of 
injury  sustained. 

Injuries  from  domestic  violence  typically  involve  contusions  or  minor  lacerations  to  the  head,  face, 
neck,  breast  or  abdomen.  These  are  often  distinguishable  from  accidental  injuries,  which  are  more  likely  to 
involve  the  periphery  of  the  body.  In  a  hospitsl-based  study,  victims  of  domestic  violence  were  13  nmes 
more  likely  to  sustain  injury  in  breast,  chest  or  abdomen  than  accident  victims.  They  are  also  more  likely  to 
have  multiple  injuries  than  accident  victims,  as  well  as  medical  evidence  of  old  mjunes  (e.g..  old  and  new 
fractures,  bruises  in  various  stages  of  healing).  When  this  pattern  of  injuries  is  seen  m  a  woman,  particuiariy 
in  combination  with  evidence  of  old  injury  and  with  vague  complaints  of  aches  and  oams.  physical  abuse 
should  be  suspected,  regardless  of  the  explanation  given  for  the  current  condition. 

Primary  care  complaints  include  chronic  headaches,  abdominal  pains,  muscle  aches,  recurrent  vaginal 
infections,  sleep  and  eating  disorders  and  depression.  Abused  women  may  also  begin  to  abuse  alconoi  or 
prescriotion  arugs;  although  m  studies  of  general  populations,  alcphol  abuse  does  not  distinguish  battered 
women  from  nonvictimized  women.  In  addition,  recent  research  suggests  an  association  witn  oelayed 
physical  effects,  particularly  artnntis,  hypertension  and  heart  disease. 

Victims'  Use  of  Health  Care  Services 

In  studies  of  emergency  room  visits.  22  percent  to  35  percent  women  presenting  with  any  complain; 
were  there  because  of  symptoms  relating  to  abuse.  A  proiec:  funded  by  the  National  Institute  of  Mental 
Health  estimated  that  21  percent  of  all  women  using  emergency  surgical  services  were  there  for  sequelae  of  ' 
domestic  viotence,  that  one>half  of  ail  injuries  presented  by  women  to  emergency  surgical  services  occurred 
in  the  context  of  paaner  abuse,  and  that  over  one-haif  of  ail  rapes  to  women  over  the  age  of  30  had  been 
perpetrated  by  an  intimate  panner.  Rather  than  stating  abuse  as  the  problem,  however,  abused  women 
are  more  likely  to  present  with  deprssssion.  anxiety,  family/mantal/sexual  problems,  and  vague  medical 
complaints.  Rates  are  even  higher  m  special  care  populations.  For  example,  it  has  been  estimated  that 
64  percent  of  hospitalized  female  psychiatric  patients  are  the  victims  of  physical  abuse  as  adults. 

Due  to  the  ongoing  and  injurious  nature  of  domestic  violence  toward  women,  abused  women  may  visit 
physicians  repeatedly,  with  increasingly  severe  physical  trauma.  In  documenting  the  repeated  nature  of 
abused  women's  visits  to  health  providers.  Stark  and  rlitcraft  found  that  nearly  one  battered  woman  in 
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five  had  presented  at  least  11  times  with  trauma;  another  23  percent  had  brought  6  to  10  abusive  injuries 
to  the  attention  of  clinicians.  Unfortunately,  in  most  cases,  the  victimization  history  underlying  these 
injuries  was  never  identified. 

Special  Considerations  for  Health  Care  Providers 

Battering  During  Pregnancy.  Victims  of  a  partner's  violence  during  pregnancy  face  the  risk  of  especially 
severe  outcomes.  There  is  some  controversy  over  whether  the  incidence  of  marital  violence  increases  dur- 
ing an  abused  wife's  pregnancy;  however,  it  does  not  cease.  Based  on  a  representative  sample,  the  198S 
National  Family  Violence  Survey  found  that  154  out  of  every  1.000  pregnant  women  were  assaulted 
by  their  mates  during  the  first  four  months  of  pregnancy  and  170  per  1,000  women  were  assaulted  the 
fifth  through  the  ninth  month.  Medical  sources  suggest  that  approximately  37  percent  of  obstetric  patients, 
across  class,  race  and  educational  lines,  are  physically  abused  while  pregnant. 

Pregnancy  is  a  particularly  high-risk  time  for  an  abused  woman.  Advanced  stages  of  pregnancy  leave 
her  less  able  to  maneuver  to  avoid  blows  or  escape  an  attack,  and  more  at  risk  from  secondary  injuries 
to  herself  as  well  as  to  the  fetus.  Further,  clinical  reports  suggest  that  assaults  during  pregnancy  are  fre- 
Ouently  related  to  jealousy  or  anxiety  about  the  upcoming  birth,  and  that  physically  assaultive  aaions 
such  as  blows  or  kicks  are  often  directed  toward  the  abdomen.  Such  assaults  can  result  in  placental  separ- 
ation, antepartum  hemorrhage,  fetal  fractures,  rupture  of  the  uterus,  liver  or  spleen,  and  preterm  labor. 
One  study  found  that  abused  women  were  three  times  as  likely  to  sustain  injury  while  pregnant  as  non- 
abused  women. 

Physical  abuse  may  lead  to  fractures,  bruising  or  hemorrhage.  Although  few  specific  studies  of  the 
impact  on  birth  outcomes  have  been  done,  physical  violence  during  pregnancy  has  been  linked  to  low 
birth  weight  in  newborns.  Physical  or  sexual  assault  may  stimulate  early  labor  by  irritation  o<  the  uterus, 
premature  rupture  of  the  membranes  or  injury  to  the  reproductive  organs.  Indirect  causes  of  poor  birtn 
outcomes  for  a  woman  who  is  victimized  at  home  include  social  isolation,  diminished  personal  and  social 
suppoa.  inadequate  access  to  prenatal  care  and  other  services,  inadequate  maternal  nutrition  and  a  con 
centration  of  injury  on  the  reproductive  organ  systems. 

Because  of  the  high  incidence  of  women  who  are  assaulted  during  pregnancy,  those  providing  pre-  anc 
postnatal  care  have  an  excellent  opportunity  to  lOentify  this  abuse  and  to  reduce  the  potential  negative 
outcomes.  Abused  women  should  be  given  intensified  prenatal  care,  approoriaie  for  mgh-nsk  oreonancies 
Guioeiines  for  physicians  working  in  the  area  aiso  urge  that  every  effo'*.  oe  maoe  to  loentify  women  v.-ho 
are  victims  of  aouse.  and  to  provioe  them  with  information  aoou*.  tneir  'ignts  unoer  tne  law  and  availaoie 
community,  sociai  anfl  legal  resources. 

Marital  Violence  and  Chnd  Abuse.  Uniortunateiy.  fisk  :o  :ne  children  of  aoused  women  does  no: 
stop  a:  birth.  S'.joies  of  the  co-occurrence  of  wife  and  cnuo  aouse  document  tnat  men  who  aouse  tneir 
wives  aie  more  nkeiy  to  be  aousive  toward  children  man  are  nonaousive  men,  and  that  extreme  violence 
toward  female  partners  is  highly  associated  wnn  concurrent  child  abuse.  There  is  also  a  strong  association 
between  severe  mantal  violence  and  the  frequency  of  cniid  abuse.  In  a  nationally  representative  survey, 
more  than  half  the  males  who  were  severely  violent  towarc  female  partners  abused  their  children  three  or 
more  times  during  the  year  prior  to  the  survey. 

Conversely,  in  a  hospital-based  comparison  study  based  on  reviews  of  all  child  abuse  reports  filed  at  a 
Boston  emergency  room  for  a  six-month  period,  records  o<  59  percent  of  the  mothers  were  diagnostic  or 
highly  suggestive  of  a  victimization  history.  This  was  significantly  nigner  than  the  prevalence  of  wife  abuse 
among  mothers  of  children  m  a  non-abused  comparison  group  —  16  percent  of  mothers  m  the  comparison 
group  had  been  abused.  Surprisingly,  the  rate  of  violence  against  single  mothers  of  child  abuse  victims  was 
four  times  the  rate  of  mothers  who  were  married,  suggesting  the  need  to  consider  the  possibility  of  trauma 
histories  in  all  motners  regardless  of  tneir  mantal  status  at  the  time  they  are  seen. 
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Siudies  also  find  that  mothers  who  are  the  victims  of  freouent  abuse  are  more  likely  to  victimize  trieir 
children  than  nonabused  mothers,  and  that  mothers  who  experience  severe  violence  are  more  likeiv  to  use 
severe  measures  m  resolving  conflicts  with  their  children.  Some  m-oepth  research  suggests  that  mothers  are 
up  to  eight  times  more  likely  to  physically  abuse  a  child  when  they  are  m  a  violent  relationship  than  when 
that  samei  mother  is  with  a  nonviolent  partner.  Some  child  and  adolescent  abuse  is  also  the  unintended 
result  of  parental  violence.  Adolescents  who  attempt  to  intervene,  and  young  children  who  may  be  m  tneir 
mother's  arms  or  otherwise  m  close  proximity  to  her  when  an  anack  occurs,  are  at  particularly  high  nsk, 

MARITAL  RAPE 

Although  a  neglected  topic  m  both  the  areas  of  family  violence  and  medicine,  empirical  research  has 
shown  consistently  that  marital  rape  is  an  integral  part  of  the  patterns  of  marital  violence.  In  a  random 
sample  m  San  Francisco.  14  percent  of  ever-married  women  reported  bemg  raped  cy  a  husband  or  ex- 
husband,  more  than  twice  as  many  as  were  assaulted  by  strangers.  Similarly,  m  a  representative  sample  m 
Boston.  10  percent  of  women  cohabiting  with  a  spouse  or  intimate  male  reported  at  least  one  sexual 
assault  occurring  in  that  relationship. 

Marital  rape  has  been  reported  m  relationships  m  which  no  other  forms  of  physical  abuse  occur.  How- 
ever, It  seems  to  be  most  freouent  as  a  form  of  aggression  in  relationships  m  which  other  violent  behaviors 
are  ongoing.  Sexual  assault  is  reported  by  33  percent  to  46  percent  of  women  victims  wno  are  bemg  pny 
sically  assaulted  by  their  partners.  Research  on  severely  violent  relationships  indicates  that  tne  most  violent 
assaults  often  include  sexual  as  well  as  physical  attacks,  and  that  battered  women  who  are  sexually 
assaulted  by  their  partners  typically  experience  more  severe  nonsexual  attacks  than  other  abused  women.  In 
severely  abusive  relationships,  violent,  forcible  sexual  assault  may  occur  as  often  as  several  times  a  month. 

Sexual  abuse  is  an  extremely  serious  form  of  marital  violence.  It  is  possible  to  inflict  an  intense  level 
of  physical  pain  over  a  long  period  of  time,  and  to  cause  a  wide  range  of  injuries,  from  superficial  bruises 
and  tearing  to  serious  internal  injuries  and  scarring.  The  psychological  impact  of  sexual  assault  Dv  an 
intimate  can  also  be  extreme.  Victims  of  mantal  rape  suffer  many  of  the  same  reactions  as  other  rape 
victims  and  are  likely  to  exhibit  particularly  severe  sequelae,  both  emotionally  and  physically  (including 
very  severe  depression  and  suicidality).  Yet.  except  for  child  sexual  molestadon,  this  type  of  violence  is 
least  likely  to  be  reported  by  victims,  either  to  medical  care  providers  or  to  police,  due  to  the  shame  of  tne 
victims,  fear  that  they  will  not  be  believed  or  belief  that  forcible  sexual  relations  are  the  "right"  of  a 
husband  or  male  partner.  An  awareness  of  the  potential  for  forcible  sexual  assault  m  marriage,  particularly 
in  cases  m  which  other  types  of  physical  abuse  have  been  identified,  will  enable  tne  cimician  to  sensitively 
assess  for  marital  rape  as  a  tool  for  understanding  the  etiology  of  observed  symptoms. 

COHABITING  AND  DATING  VIOLENCE 

Although  the  prevalence  of  mantal  violence  has  led  some  researchers  to  call  the  marriage  license  "a 
hitting  license"  (at  least  30  percent  of  all  coupies  have  had  at  least  one  act  of  physical  aggression  oetween 
them),  recent  investigations  have  found  at  least  as  hign  a  prevalence  of  physical  assault  among  dating  and 
cohabiting  couples.  Findings  on  "dating  violence"  are  quite  new  m  the  social  science  literature  and  in- 
terpretations of  those  findings  can  be  problematic.  However,  studies  are  limited  almost  exclusively  to 
students  in  high  school  and  college.  Very  little  is  known  about  individuals  between  the  ages  of  14  and 
22  who  are  not  attending  school  or  about  those  who  are  past  college  age  arvj  dating  or  living  with  their 
partners  despite  the  fact  that  many  who  seek  medical  services  at  hospital  and  community  health  centers 
come  from  these  groups. 

Dynamics  of  Dating  Violence 

Data  from  the  National  Family  Violence  Survey  m  1975  documented  higher  rates  of  partner  aggression 
among  cohabiting  couples  than  married  individuals  Similarly,  results  from  the  1985  Resurvey.  as  well  as 
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responses  from  students  at  a  micjwestern  umversitv.  indicated  a  higher  level  of  assaults  berween  conaonants 
than  in  the  college  sample  of  datmg  couples  or  the  national  sample  of  married  couples,  and  higher  rates 
among  Dating  couples  than  married.  As  with  other  tvpes  of  intimate  violence,  the  risk  o1  mjurv.  and  of 
lethal  injury,  is  quite  different  for  women  and  men.  In  one  study  of  college  students,  women  were  lour 
times  as  Hkely  to  sustain  moderate  to  severe  injuries  as  a  result  of  dating  violence  than  were  males. 

Self-reported  motivations  for  perpetrating  dating  violence  also  differ.  Whereas  most  women  give 
self-oefense  or  retaliation  as  their  motivation,  male  respondents  were  most  likely  to  report  that  the  purpose 
of  their  violence  was  to  "intimidate,"  "frighten"  or  "force  the  other  person  to  do  something."  Violence  as 
a  response  to  sexual  denial  was  also  frequently  reported  Dy  males.  M  violence  occurs  once  m  a  dating 
relationship,  it  is  very  likely  to  occur  again,  with  a  mean  num&er  of  9.6  incidents.  Thus  it  is  not  surprising 
that  these  assaults  may  result  m  injury  over  time. 

Sexual  Assault  m  Dating  Relationships 

Rape  victimization  for  females  is  highest  m  the  16-19  year  age  group  and  next  highest  m  the  20-24 
year  age  group,  with  overall  rates  about  four  times  as  high  as  the  mean  for  all  women.  In  some  research 
on  college  campuses.  20  percent  to  25  percent  of  college  women  repprted  forcible  sexual  attempts  by 
a  date,  and  26  percent  of  college  men  reported  making  forcible  attempts  or  forcible  rapes.  In  one  study. 
35  percent  of  male  university  students  reported  a  willingness  to  commit  rape  under  certain  circumstances 
li.  e.,  if  assured  the  rape  would  not  be  reported)  and  adhered  to  strongly  rape-supportive  beliefs  ano  atti- 
tudes. A  carefully  administered  survey  of  over  6,000  college  students  found  that  42  percent  of  women 
students  reported  some  type  of  sexual  assault,  including  forcible  sexual  contact,  anempted  rape  ar>d 
completed  rape.  Rapes  and  attempted  rapes  involved  greater  levels  o1  violence  than  d>d  nonsexual  assaults 
m  dating  relationships.  Rates  of  rape  victimization  did  not  vary  significantly  based  on  whether  the  school 
was  large  or  small,  or  located  m  an  urban,  metropolitan  or  rural  area.  Current  estimates  suggest  that  one  m 
3  5  college  women  has  been  a  viaim  of  rape  or  attempted  rape  during  their  lifetime.  In  investigating  the 
incidence  of  forcible  rapes  and  attempted  rapes  of  adolescent  girls,  a  national  survey  (based  or^  reports  of 
the  perpetrators)  estimated  a  minimum  of  5*0.000  assaults  of  female  teenagers  per  year. 

Increasing  Severity  of  Nonmarital 
Violence  tor  Women 

The  reoortec  levels  of  both  nonsexua.  anc  5e>^ua!  pnysicai  assaults  aoams:  oiris  or  women  dv  non- 
maritai  intimate  partners  nave  mcreasec  ounnc  me  oast  15  vea'S-  Aitnougn  some  of  tnis  mav  oe  oue  :o  e 
O'eater  sensitu-ity  to  oatmg  anc  conaoitmc  vioienct  as  a"  issue,  leveis  o'  severe  in:irT,ate  vioience  acains: 
women  oo  appear  to  oe  increasing,  ro'  exarrioif  s^Tnouor'  :ne  rate  o'  npmicioe  victimiratior.  ^o'  ^5if 
partners  m  oatinc  oi  hving-together  reiationsnos  nas  varied  unsystematicai'v.  tne  rate  o*  'emaies  Kiiiec 
Dv  oatinc  or  conaoitmc  partners  mcreasec  sna'Oi\  ^rom  1975  tnrougn  1987.  Tnis  may  oe  oue.  ir,  par: .  :c 
c  lacK  of  interventions  targeteo  for  catmc  anc  conaprimg  partners.  Shelters  anc  most  oomestic  violence 
iegisiatior>  -enc  to  adoress  oropiems  o'  3a"s:^  a'^c  arcess  fo-  tnose  wno  are  married  o'  conaoiimc  -ev. .  • 
anv.  services  —  except  on  some  nign  scnoo  O'  coiiege  campuses  —  are  structurec  for  moiviouais  a5sau::ec  3\ 
a  dating  partner.  Tnus  it  is  possible  tna:  tne  'e:a';'OnsniD  types  with  tne  hignest  risk  for  vioier-ce.  sexja 
assaults  and  lethai  violence  are  me  ones  leas;  se'vec  oy  current  societal  interventions. 

Considerations  for  Health  Care  Provioers 

Violence  m  dating  relationships  traoitionaiiy  has  been  considered  relatively  nonsenous.  witri  few 
services  or  protocols  designed  to  adoress  However,  recent  evioence  on  the  prevalence,  mproiditv  anc 
increasing  number  of  male-perpetrated  homicioes  if  tnese  relationsnips  reouires  serious  attempts  to  loentify 
violence  oetween  nonmarried  intimates  anc  e'fective'y  intervene.  Screening  techniques  to  assess  fo'  current 
or  past  victimization  should  be  utmzec  'o-  a'-  categories  of  female  patients,  regardless  of  oemograonic 
or  relational  circumstances 
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SEXUAL  MOLESTATION  IN  CHILDHOOD 

Finally,  a  history  of  childhood  sexual  molestation  is  highly  associated  with  enduring  pnysicai  and 
psychological  sequelae,  so  that  a  lack  of  knowledge  regarding  this  history  may  confuse  the  medical  and 
psychological  picture  as  viewed  by  a  physician.  Child  sexual  molestation  is  typically  not  assessed  as  part 
of  an  adult  intake  evaluation.  However,  left  unaddressed,  the  long-term  ettects  m  victims  can  be  pro- 
nounced. Further,  clinical  studies  indicate  an  exceedingly  high  prevalence  of  child  sexual  abuse  histories  m 
psychiatric  patients.  Given  its  salience  for  treatment  providers  working  with  adui;  las  well  as  child)  popula- 
tions, The  effects  of  child  sexual  molestation  will  be  briefly  discussed . 

Cases  of  child  sexual  assault  first  became  recognized  m  large  numbers  m  the  1970s.  Pnor  to  this, 
sexual  molestation  of  children  was  thought  to  be  relatively  rare  and  to  occur  only  m  the  most  pathological 
of  families.  General  practitioners  expected  to  see  one  or  two  cases  at  mon  m  their  lifetime.  In  recent 
years,  however,  the  American  Humane  Association  has  documented  an  increasing  number  of  reported 
cases  of  chilo  sexual  victimization  and  several  studies  have  been  conducted.  Again,  some  of  the  increase  m 
reporting  is  related  to  an  increase  m  public  sensitivity.  In  the  past,  children  were  primarily  at  risk  from 
fathers,  other  male  relatives  and  close  family  acQuamtances.  While  these  risks  remain,  children  today  may 
also  be  at  risk  from  greater  use  of  outsiOe  child  care  by  smgie  and  divorced  working  mothers:  the  use  of 
foster  care  as  the  treatment  of  choice  for  abuse  withm  families  without  adeauate  screening  procedures  for 
foster  care  settings;  and  national  trends  toward  living  together  ana  shorter  marnsi  relationships  which 
may  put  children  at  risk  from  stepfathers  and  mothers'  oovtrienos. 

Long-Term  Effeas 

Impacts  on  Psychological  and  Social  Well-Bemg.  Long-term  effects  of  the  experience  of  child  sexual 
molestation  include  impacts  on  emotions,  self-perceotion.  social  functioning  and  physical  well-being. 
Depression  is  the  symptom  most  commonly  reported  among  women  molested  as  children.  Adult  survivors 
are  more  likely  to  reoort  depression  and  to  have  been  nosoitaiized  for  depression  than  otner  types  of 
victims  or  nonvictims.  A  high  incidence  of  self-oestructive  behavior,  both  suicide  ideation  and  deliberate 
self-harm  (e.  g..  cutting,  burning  or  otherwise  inflicting  self miury)  has  also  been  found  m  adult  survivors 
of  child  sexual  assault;  distinguishing  them  even  witnm  cimicai  ooDuiations.  This  mciudes  an  exceptionally 
high  prevalence  of  suicide  attempts  reported  among  aouu  survivors  m  community  and  college  (up  to 
16  percent),  as  well  as  clinical  (up  to  51  percent;  samoies  Svmptoms  of  anxiety  or  tension,  mciuomg 
cnronic  and  severe  sleep  disorders,  anxiety  attacks,  cnronic  learfuiness  and  hyper-vigilcnce.  also  frequently 
are  noted  m  survivors,  along  with  oisturoances  in  adult  sexuai  Pleasure  and  comfort. 

Survivors  of  child  sexual  molestation  also  reDc:  a  gene'ai  sense  of  anenation  oersistmg  into  adulthood, 
as  well  as  difficulty  trusting  others,  relating  to  wome'*  anc  to  men  and  parenting.  Even  m  general  pooula- 
tions.  e  high  oercent  of  the  victims  of  cnild  sexua'  mcestation  continue  to  feel  isoiateo  and  stigmatized 
as  aouits.  Although  by  no  means  inevitable,  aoproximateiv  one-fiftn  of  child  sexual  aouse  victims  evioence 
serious  long-term  psychological  effects.  These  mav  -cuoe  auassociative  responses  triggered  by  specific 
stimuli  or  anxiety -prooucing  stressors,  as  well  as  c.-^t'  '"SD  noicators  such  as  numomg  of  affect,  chrome 
states  of  inappropriate  arousal,  nightmares  and  fiasnaaois  v  c:'ms  wno  nave  experienced  abuse  by  fathers 
or  stepfathers,  wnose  assaults  involved  genital  contact  c  w^ose  moiestation  involved  force,  appear  to  be 
at  especially  high  risk  for  severe  long-term  seoueiae 

Perhaps  most  troubling  is  the  apparent  vumerao-  ty  o'  women  who  have  been  sexually  abused  as 
children  to  be  reviaimized  later  m  life  by  bom  sfa-^ge'i  and  intimates.  A  persistent  vulnerability  to  re- 
victimization  is  one  of  the  most  consistent  findings  .r  poti  cnnical  and  empirical  literature.  In  one  random 
sample  study.  33  percent  to  68  percent  of  the  sex^a-  -noiestation  victims  later  experienced  a  rape  (depend- 
ing on  the  seriousness  of  the  childhood  abuse  tnev  Sw"e'eo  i  compared  with  17  percent  of  women  who  were 
not  Child  victims.  In  a  survey  of  college  stuoents  women  who  had  been  sexually  abused  before  the  age 
of  13  were  the  most  at  risk  to  later  become  victir-'s  c'  -onconsensual  sexual  experiences.  Victims  of  child 
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sexual  abuse  also  are  more  likely  to  be  physically  abused  by  husbands  or  other  adult  partners  when  they 
reach  adulthood.  Other  evidence  shows  that  many  women  who  engage  m  prostitution  were  victims  of 
abuse  as  children,  and  violence  perpetrated  against  current  prostitutes  is  not  uncommon. 

Imoacts  on  Physical  Health  and  Well-Bemg.  Many  o<  the  long-term  physical  effects  discussed  m  the 
section  on  rape  are  also  seen  m  adult  survivors  of  childhood  sexual  abuse.  Somatic  disorders  mciuoe  ab- 
aommal  pam.  headaches  ar>d  eating  disorders  (e.  g..  anorexia  or  bulimia).  Adult  victims  may  also  evidence 
the  effects  of  venereal  disease.  In  a  study  of  children,  sexual  victimization  resulted  m  the  transmission  of 
venereal  disease  in  13  percent  of  409  victims.  Documented  sequelae  of  child  sexual  abuse  incjude  herpes, 
chlamydia,  gortorrhea,  syphilis  and  trichomoniasis.  Female  victims  of  child  sexual  assault  also  are  at  higher 
risk  for  substance  abuse  and  the  development  of  alcoholism  than  women  without  this  childhood  history. 
Experiences  with  child  or  adolescent  sexual  molestation  may  also  engender  a  pattern  of  early  drug  use.  with 
cumulative  long-term  effects. 

Special  Considerations  for  Health  Care  Providers 

In  patients  presenting  themselves  for  medical  care,  a  history  of  child  sexual  molestation  is  almost 
always  masked  by  other  presenting  problems.  Further,  medical  and  psychological  symptomatology  may 
be  compounded  by  revictimization  experiences,  as  well  as  by  other  life  experiences  resulting  from  emo- 
iionai  or  behavioral  seouelae.  Indications  that  a  history  of  child  sexual  abuse  should  be  explored  mciude: 
(1)  symptoms  of  posttraumatic  stress  disorder,  without  an  apparent  history  of  current  or  past  race,  oatmg 
violence,  panner  abuse  or  other  trauma;  (2)  evidence  df  ongoing  severe  depression,  especially  if  accom- 
panied by  self-harm,  including  physical  disfiguring  ol  the  body,  eating  disorders  and/or  suicide  attempts; 
(3)  evidence  o1  sexual  dysfunction  or  unusual  anxiety  involving  sexual  activities  or  exposure  of  the  DOdy 
(possibly  including  medical,  and  especially  gynecological,  examinations);  (4)  early  onset  of  alcohol  or  drug 
abuse;  (5)  childhood  history  of  running  away,  or  placement  m  foster  care  or  institutions;  and  (5)  a  nistorv 
of  repeated  physical  or  sexual  victimizaton 

PSYCHOPATHOLOGY  VERSUS  THE  EFFECTS  OF  TRAUMA 

Ciinicai  studies  nave  identified  a  nign  mcioence  of  depression  and  elevated  leveis  o'  aicono  anc 
other  substance  abuse  m  women  victims  violence  -  particularly  those  seen  m  emergency  ana  mcstien: 
settings,  sometimes  leaome  to  DSM-iilR  Axis  I  diagnoses.  Diagnoses  o''  personality  or  oeveioomenta' 
cisoroers  (Axis  II j  are  also  treouentiy  assignee  to  women  witr  mstones  o-  raoe.  child  sexual  moiestato' 
0'  battermc  A  oersonalitv  disorder  !S  «  o.aonosis  o'  socia:  ovs>unctior»  and  does  not  taKe  mto  accoy--. 
me  influence  of  environmental  ^ac:o'!  extnnsic  to  tne  organ.;ation  o'  :ne  De'sonai:tv  l:  mav  aisc  of  a 
orooiematic  diagnosis  to?  cases  m  wnic-  a  traumj  nistorv  is  present,  oa'ttcuiany  tr.at  nistorv  ;  -z: 
Knovi-r.  to  the  clinician. 

-0'  example,  in  on?  study  0*  acj  ".  worker  witn  sexua^  rnoiestation  histones.  two  tniros  ~s:  me 
Ciaonestic  cmeria  fo'  oesttraumatic  sr-fsj  c  so'oer  Howevev  none  nac  received  tna:  diagnosis  a^c 
most  cases,  oealmg  witn  tne  impact  c-  me  cn:icnooc  trauma  was  not  even  considered  treatme-:  ^  t: 
both  substance  abuse  and  chronic  depress-or"  'amer  tnan  symptoms  o"  an  Axis  I  disorder,  mav  ot  tn* 
long-term  effects  of  a  history  o<  victimization  anc  are  freouentiy  found  as  seouelae  to  child  sexual  assaui; 
Similarly,  battered  wdmen's  reactions  to  me  violence  tney  have  experienced  may  approximate  oenaviorai 
oescriotors  for  borderline  or  Other  (Axis  Hi  se'sonaiity  disorders,  althdugh  tne  same  individual  micnt  ndt 
have  met  the  criteria  <dr  the  disorder  oetore  me  onset  of  recurring  attack.  An  adapted  MMPi  (Minnesota 
Multiphasic  Personality  Inventory)  1$  now  avaiiaoie  tor  the  assessment  of  battered  women  to  accommodate 
tne  presence  of  real  danger  m  their  hves 

Clinicians  m  medical  settings  suggest  tiat.  in  many  cases,  a  diagnosis  of  Posttraumatic  Stress  Ois- 
oroe*  (PTSD)  IS  often  the  most  accurate  *0'  victims  of  mtimate  violence.  The  "most  common  traumata" 
suggested  m  tne  DSM-lllR  for  PTSD  s    a  seriojs  mreat  to  one  s  iite  or  physical  integrity,  o-  a  ss'ious 
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threat  or  harm  to  one's  children  .  .  .";  the  discussion  suggests  that  the  disorder  it  "aooarentiv  more  severe 
and  longer  lasting  when  the  stressor  is  of  human  design."  Further,  the  presence  o<  ongoing  physical  or 
sexual  abuse  is  listed  under  the  "Extreme  Stressor"  category  -  category  number  five  on  the  Axis  IV 
classifications  of  severity.  (The  only  category  more  severe  is  reserved  for  "catastrophic"  events  and  m 
cluoes  captivity  as  a  hostage  and  concentration  camp  experiences.)  However,  for  behaviors  to  be  seen  as 
posttraumatic  stress  reactions,  the  trauma  must  be  known  —  something  that  is  not  possible  if  a  detailed 
victimization  history  is  not  obtained  and  effects  are  interpreted  in  isolation. 

Given  the  disruption  of  developmental  tasks  and  stages.  Axis  II  diagnoses  are  undoubtedly  aopropnate 
for  some  family  violence  victims.  In  other  cases,  extreme  stressors  (e.  g.,  violent  attack)  may  contribute  to 
the  emergence  of  a  psychiatric  disorder.  Inclusionary  criteria  for  PTSO.  structured  for  situations  m  wnicn 
the  primary  stressor  is  no  longer  present,  do  not  always  fit  current  reactions  of  victims  who  are  faced  wiin 
ongoing  threat  or  danger.  New  designations,  now  being  field  tested,  may  provide  expanded  classifications 
to  better  account  for  both  the  reactions  of  individuals  who  have  been  victimized  m  the  past,  as  well  as 
those  who  must  respond  to  periodic  assault  and  threat  in  their  present  environments. 


IMPLICATIONS  FOR  POLICY  AND  PRACTICE 

Physicians  and  other  health  care  providers  rarely  probe  for  the  underlying  causes  of  the  injuries  they 
treat.  However,  a  treatment  plan  based  primarily  on  the  treatment  of  symptoms  is  ineffective  for  a  victim 
of  violence  if  assaults  are  ongoing  and  thus  sequelae  continually  recur.  Physicians  and  medical  staff  become 
frustrated  with  trauma  patients  who  return  frequently  with  nonspecific  and  chronic  complaints,  symptoms 
that  the  best  medical  care  seems  unable  to  alleviate.  Treating  only  the  symptoms  initiates  a  cycle  of  patient 
contacts  with  medical  and  mental  health  service  providers,  with  the  attendant  risks  of  increasingly  severe 
and  debilitating  sequelae  for  the  patient,  as  well  as  the  exhaustion  of  resources  withm  the  system  providing 
care.  A  more  efficient  response  over  time  is  for  medical  professionals  to  routinely  screen  for  victimization, 
including  intimate  physical  and  sexual  assault,  m  their  initial  as  well  as  ongoing  assessments,  and  to  develop 
treatment  plans  that  address  the  cause  of  the  trauma  as  well  as  its  manifestations.  Often,  knowleoge  ot  a 
History  of  victimization  provides  a  starting  point  from  which  to  disentangle  a  confusion  of  presenting 
complaints  and  symptoms. 

Guidelines  for  Medical  Settings 

Structured  resources  within  a  medical  setting  will  greatly  facilitate  effective  interventions.  Basic  com- 
ponents for  targeted  responses  to  violence  against  women  mciuoe: 

Training  —  to  develop  sensitivity  to  these  issues,  including  an  awareness  of  risk  factors,  indicators 
estimated  prevalence  in  the  general  ano  patient  population,  sequelae  and  considerations  for  heaitn  care 
providers  Training  snould  include  becoming  familiar  witn  assessment  procedures  and  interviewing  teen- 
niques  as  recommended  m  the  setting,  as  well  as  witn  nsk  assessment,  safety  planning  and  procedures  for 
imking  to  resources.  Further,  training  on  interpersonal  violence  should  oe  incorporated  into  core  cur 
ricuiums  for  urtdergraouate.  graduate  and  continuing  eoucation  for  tnose  m  ;ne  health  professions. 

Protocols  —  to  assess  for  current  or  past  victimization  as  a  routine  part  of  obtaining  a  medicai/psycni 
atric  history.  Procedures  established  for  cases  m  which  victimization  is  identified  should  be  adequate  to  give 
specific  guidance,  based  on  the  type  of  abuse  and  the  individuals  at  risk  (e.g..  protocols  for  the  victims  of 
stranger  versus  marital  or  date  rape:  for  a  women  victim  where  a  child  is  also  at  risk),  Procedures  should  also 
incluoe  a  system  of  tracking  in  which  the  numbers  and  types  of  cases  seen  can  be  tabulated  and  patients 
who  repeatedly  evidence  abuse  can  be  identified. 

Response  Staff  -  within  the  medical  setting  if  possible  to  whom  victims  can  be  referred.  Tasks' of 
response  staff  would  mciude  immediate  safety  planning,  making  victims  aware  of  their  legal  rights,  area 
resources  for  safety  and  intervention  and  services  availaoie  witnm  the  nospnal  and  their  community- Staff 
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would  follow  uD  with  oatients  and  act  as  a  link  with  both  in-house  and  communitv  resources.  Other  tasks 
of  the  resDonse  staff  wouM  include  coordination  of  the  tracking  system,  identification  of  hign-nsk  (and 
repeat)  cases,  and  coordination  of  triage  efforts  for  intensive  intervention  with  special  risk  cases. 

Referral  Sources  —  withm  the  communitv  or  area  lor  women  victims  o<  violence.  Medical  settings 
should  make  themselves  aware  of  and  develop  linkages  with  a  variety  of  area  resources  including  battered 
women's  shelters  and  crisis  services,  rape  crisis  centers  and  services,  services  for  adult  survivors  o<  child 
sexual  abuse,  services  for  homeless  women,  legal  services  for  women  victims,  treatment  programs  for  men 
who  abuse  female  partners,  and  services  for  abusive  parents.  A  priority  on  the  development  of  a  \/^ide- 
ranging  referral  network,  and  the  maintenance  of  positive  and  reciprocal  relations  with  the  entities  m  this 
network  will  be  of  great  benefit  to  patients  and  their  families  as  well  as  to  medical  personnel  who  would  no 
longer  be  required  to  carry  the  full  burden  of  intervention. 

These  community  resources  could  work  collaboratively  with  hospitals  or  practiced  to  see  victims  in 
the  medical  setting  or  to  tram  staff  to  become  more  knowledgeable  in  these  areas.  At  the  same  time,  the 
health  care  community  -  hospitals  and  residency  training  programs  as  well  as  individual  physicians  —  might 
provide  in-kind  services  such  as  evaluations,  screenings  and  tenmg.  Such  services  might  pes:  be  provioed  on 
site  wherever  the  community  resources  are  located. 

Health  Care  Goals  for  Women  Victims  of  Violence 

Treatment  goals  for  women  victims  of  violence  include  the  attainment  of  physical  health,  mental 
health  and  safety  from  further  harm.  At  the  AMA  National  Leadership  Conference.  Robert  McAlee.  M.  D.. 
current  Vice  Chairman  of  the  Board  of  Trustees,  stressed  that  violence  m  America  has  become  a  "pubiic 
health  crisis  of  epidemic  proportions,"  and  urged  doctors  to  take  an  active  role  m  fmdmg  solutions  to  :ne 
effens  o<  violence  on  the  patients  they  serve  (Doctors  Urged  to  Act  m  "Crisis"  o<  Violence.  American 
Medical  News,  March  4,  1991).  In  a  similar  vem,  Surgeon  General  Noveiio  has  urged  tha;  physicians  no:  oe 
deterred  m  finding  a  role  for  themselves  m  the  solution,  noting  "the  human  cost  alone  more  tr.an  justifies 
swift  action  ov  physicians  to  reduce  these  deatns  and  injuries." 

Aitnougn  tne  problem  of  violence  aoams:  women  is  pervasive  ano  complex  a  oiacc  :o  seotr  is  ir. 
mcorporatmc  tnis  knowieoge  mto  routine  Questions  for  assessment  sensitive  responses  to  cisciosure  anc 
effective  referrals  to  resourcifs 

Roy.ine  Screeni.nc  Leacmc  to  loentification  q:  remaie  Patieiis  Wno  Are  o-  VVno  Have  Bef"  Vic^rrj 
of  Violence.  Routine  screenings  snouifl  oe  carrieo  o-:  a*.  :ne  entry  oomts  o*  contac:  oetwee^  v.o^e-  aic 
meoical  care:  e  c..  onmary  care,  emergency  services,  oostetric  anc  cvnecoiooic  services,  osycniawic  se'vicsj 
oediatnc  care.  etc.  Protocols  to  assess  for  victim;:a:ion  will  varv  somewnat.  oeoenomg  o^  :ne  meoica 
contex:.  au:  snouid  as  based  on  assessment  instruments  m  tne  scientific  literature  anc  aooress  tne  va"Oui 
types  o'  victimi;atiO''.  women  exoe^'ience  Gjioeiines  to^  ootaininc  info*n-.atior.  or.  j  traorr.s  r^  sts-x 
lOentifymc  coomc  .mecnanisms  anc  assessing  tne  DOtentiai  'O'  furtne*  canoe'  are  o'ovioec  ov  f.'CLee-  a~c 
Anwar.  Patten  ano  colleagues  and  tne  American  Coiiege  of  Obstetricians  anc  Gynecologists 

Validation  of  tne  Experience  of  Victimization  and  of  Observed  Symptomatology  as  Possible  Seoueiae. 
An  explanation  that  many  people  experience  physically  aggressive  actions  from  tneir  intimates,  that  often 
they  are  afraid  to  tell  anyone  about  it.  and  that  sucn  experiences  can  have  painful  ana  even  aangerous 
seoueiae  should  accompany  assessments  for  victimization  and  characterize  professional  responses  to  cis- 
ciosure. One  of  the  greatest  services  a  physician  can  prpvioe  to  a  patient  is  to  acknowieoge  the  traun-.j  ana 
validate  it  as  a  threat  to  physical  ana  emotional  weii-oeing.  In  discussmg  physician  s  responses  to  aoused 
women,  Anne  rlitcratt,  M,  D..  notes  that  "tn*  very  acknowledgement  that  domestic  violence  is  gome  on. 
and  that  vou  and  sne  agree  it  is  a  serious  oroDiem,  is  a  very  powerful  and  therapeutic  first  step." 

necorc  Keepmo  Regarding  Victim::a:ion  HistO'y.  Observed  Traumata  Potentially  LmKcc  :z  :ne 
Victim. -ation  ano  Referrals  Made.  Archna'  stuoies  of  meoicai  records  note  that  victimization  nuto'ifs  ■.' 
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noted  at  all.  are  tvpicallv  included  with  a  list  of  symptoms  or  behavioral  problems,  e.  g..  "Patient  pre- 
sented with  bruises  and  minor  lacerations.  Complains  of  chronic  back  pam,  sleeplessness  and  menstrual 
irregularity.  Reports  marital  difficulties  with  some  hitting,  some  evidence  of  substance  abuse."  More 
specific  documentation,  including  (a)  indications  of  a  trauma  history  from  the  initial  screening,  (b)  what 
the  patient  has  disclosed  about  past  or  current  victimization,  (c)  a  description  of  symptomatology  poten- 
tially linked  to  the  victimization  and  Id)  referrals  maae.  based  on  this  history  provides  a  basis  for  later 
review  of  treatment  plans.  Such  a  record  is  also  useful  to  assess  progress,  or  to  indicate  the  need  for  more 
intensive  interventions  at  a  later  contact  with  the  patient. 

Referral  to  Within-Setting  and/or  Community  Trauma-Specific  Resources.  After  disclosure  of  victi- 
mization to  a  physician  or  other  staff,  referral  should  be  made  as  Quickly  as  possible  to  specially  trained 
staff  within  the  setting  or.  if  none  are  available  (e.g..  in  a  private  practice),  to  outside  resources.  Whenever 
possible,  these  resources  should  be  "trauma-specific"  -  e.  g..  rape  victims  would  be  referred  to  those  with 
expertise  m  rape  crisis  and/or  marital  or  date  rape,  abused  women  would  be  referred  to  resources  with 
expertise  m  domestic  violence,  and  so  forth.  Consonant  with  the  goals  stated  at  the  beginning  of  this 
section,  referral  and  intervention  procedures  should  take  into  account  the  safety  of  the  woman  victim. 

Particularly  in  cases  of  domestic  violence  where  victims  are  still  with  their  abusers,  protocols  need  to 
address  (a)  the  handling  of  referrals  when  the  assailant  is  on  the  premises,  (b)  procedures  for  response  if 
the  immediate  need  of  the  patient  is  for  protection  and  (c)  the  context  within  which  the  "problem"  of 
ongoing  abuse  and  threat  is  to  be  addressed.  In  a  medical  setting,  such  cases  are  most  typically  referred  for 
family  (or  couples)  counseling,  but  are  almost  never  referred  to  resources  designed  to  deal  with  women 
who  are  or  have  been  victimized  by  intimates.  Physicians  and  other  medical  personnel  frequently  do  not 
even  know  what  resources  are  available  in  their  area  with  expertise  on  wife  abuse,  rape  and  date  rape,  or 
shelter.  Referring  a  victim  to  counseling  with  her  assailant  is  potentially  dangerous.  If  she  has  no  oppor- 
tunity to  work  through  some  issues  apart  from  him.  a  victim  may  resist  discussing  the  issues,  or  completely 
deny  That  a  problem  exists,  m  an  attempt  not  to  anger  her  partner  and  further  endanger  herself. 

RECOMMENDATIONS  FOR  POLICY 

The  Council  on  Scientific  Affairs  recommends  that: 

1  The  American  Medical  Association,  working  with  members  of  the  federation 
and  other  relevant  organizations,  undertake  a  campaign  to  alert  :ne  neaitn 
care  community  to  the  wioespread  prevalence  of  violence  against  women,  that 
the  effects  of  such  violence  are  likely  seen  on  a  regular  basis,  and  to  sensitize 
them  to  the  needs  of  victims  of  violence; 

2.  The  AMA  encourage  physicians  to  routinely  incorporate  screening  leading  to 
Identification  of  female  patients  wno  are  or  have  been  victims  of  violence: 

3.  The  AMA  encourage  physicians  to  give  due  validation  to  the  experience  of 
viaimization  and  of  observed  symptomatology  as  possible  sequelae; 

4.  The  AMA  encourage  physicians  to  record  a  patient's  victimization  history, 
observed  traumata  potentially  linked  to  the  victimization,  and  referrals  made; 

5.  The  AMA  encourage  physicians,  after  diagnosing  a  violence  related  problem, 
to  refer  patients  to  appropriate  medical  or  health  care  professionals  and/or 
community-based  trauma-specific  resources  as  soon  as  possible; 

6.  The  AMA  encourage  the  incorporation  of  training  on  interviewing  techniques, 
risk  assessment,  safety  planning  and  proceoures  for  linking  to  resources  into 
undergraduate,  graduate  and  continuing  medical  education  programs; 
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7.  The  AMA  collec:  and  disseminate  protocols  on  identifying  and  treating  victims 
of  violence  and  develop,  m  conjunaion  v»^ith  otner  relevant  organizations, 
guidelines  for  treatment  where  protocols  are  absent;  8r>d 

8.  The  AMA  include  appropriate  information  detailir^  the  important  role  of 
substance  abuse  m  the  etiology,  treatment  and  prevention  of  violence  against 
women  m  us  efforts. 


(References  penaming  to  Report  B  of  the  Council  on  Scientific  Affairs  are  available  from  the  Office  of 
Science  and  Technology.) 
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Mr.  Towns.  Thank  you  very  much,  Dr.  McAfee.  Let  me  begin  by 
thanking  you  for  your  leadership  and  the  things  that  you  are  doing 
in  the  AMA,  I  know  that  you  do  have  to  make  a  flight  so  we  will 
not  ask  any  questions  at  this  time.  However,  we  would  like  to  leave 
the  record  open  for  5  days  to  submit  questions  to  you. 

I  would  like  to  ask  the  other  members  of  the  subcommittee  at 
this  time  to  refrain  from  asking  questions.  If  you  would  like  to  just 
sort  of  make  a  quick  comment,  feel  free  to  do  so.  I  promised  him 
that  I  would  get  him  out  on  time.  If  you  have  a  quick  comment, 
any  Member  can  go  right  ahead,  but  we  don't  want  to  ask  any 
questions.  Do  you  have  a  comment? 

Mr.  Barrett.  Very  briefly.  I  just  want  to  say  I  am  delighted  to 
see  you  here.  I  am  delighted  the  AMA  is  taking  a  proactive  role. 
I  think  it  is  very,  very  important,  and  I  think  we  all  appreciate 
your  being  here  today. 

Dr.  McAfee.  Thank  you,  very  much.  If  I  could  share,  Mr.  Chair- 
man, just  one  anecdote.  I  was  at  the  American  Academy  of  Family 
Practice  annual  meeting  2  weeks  ago  in  Boston.  We  were  appearing 
on  a  three-person  panel  dealing  with  domestic  violence.  We  had 
been  looking  for  some  expression  of  commitment  by  our  specialty 
organizations,  including  family  practitioners  in  this  endeavor. 
When  they  gave  us  an  interesting  time  and  a  first  opportunity  to 
try  an  evening  CME  session,  which  I  thought  initially  might  not  be 
the  best  time  to  discuss  this,  6  to  8  p.m.  in  the  evening  didn't  seem 
the  best  time  to  corral  the  biggest  audience.  Nonetheless,  after  the 
lights  were  turned  up  in  the  Hines  Auditorium  after  our  presen- 
tation, 2,500  physicians  were  in  that  audience  to  listen  to  this  2- 
hour  panel  on  family  violence. 

I  think  the  commitment  by  the  medical  profession  is  very  evi- 
dent. We  need  to  break  the  cycle  of  violence  that  is  engulfing  this 
country,  and  I  am  pleased  to  have  the  opportunity  today  to  share 
those  thoughts  with  you  very,  very  much. 

Mr.  Towns.  Thank  you  very  much.  Mr.  Schiff. 

Mr.  Schiff.  I  just  join  the  statement  of  my  colleagues  that  we 
appreciate  your  being  here  and  the  AMA's  proactive  and  aggressive 
stance  on  this  issue  of  looking  behind  why  patients  are  coming  in 
to  be  treated  to  see  if  in  this  area  at  least  we  can  avoid  that  need 
in  the  first  place.  Thank  you,  doctor. 

Dr.  McAfee.  Thank  you  very  much. 

Mr.  Towns.  Thank  you  very  much. 

At  this  time  what  I  would  like  to  do  is  ask  Members  that  might 
have  opening  statements,  I  would  like  to  yield  to  any  Members  who 
might  have  opening  statements. 

Mr.  Schiff.  Mr.  Chairman,  because  we  have  a  markup  in  full 
committee  at  11,  I  will  waive  an  opening  statement.  Thank  you. 

Mr.  Towns.  Thank  you  very  much.  I  will  do  likewise.  You  are 
right,  we  have  a  markup,  so  at  this  time  I  would  like  to  call  Con- 
gressman Ron  Wyden  from  Oregon.  Let  me  welcome  you  to  the 


that  you  have  been  doing  in  this  area,  and  we  thought  it  would  be 
good  for  you  to  come  and  share  your  thoughts  with  this  committee, 
so  you  know  the  rules,  and,  of  course,  as  was  indicated,  we  have 
a  markup  a  little  later  on,  so  we  are  a  little  tight,  but  we  are  de- 


subcommittee 


know  of  the  outstanding  work 
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lighted  for  you  to  come  and  for  you  to  share  your  thoughts  with  us, 
so  you  may  proceed  any  way  you  wish. 

STATEMENT  OF  HON.  RON  WYDEN,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  OREGON 

Mr.  Wyden.  Well,  Chairman  Towns.  Thank  you.  Let  me  spare 
you  and  your  colleagues  any  filibusters.  I  would  ask  unanimous 
consent  to  have  my  statement  be  part  of  the  record.  Maybe  I  could 
just  

Mr.  Towns.  Without  objection,  vour  entire  statement  will  be  in- 
cluded in  the  record.  If  you  could  summarize  it  in  5  minutes,  we 
would  appreciate  it. 

Mr.  Wyden.  I  will  certainly  do  so.  It  certainly  seems  to  me. 
Chairman  Towns,  and  I  want  to  commend  you  for  your  work  in  this 
field,  that  you  are  hitting  the  forgotten  part  of  this  debate.  The 
Congress  has  looked  at  the  domestic  violence  issue  from  a  number 
of  standpoints. 

We  have  looked  it  from  the  standpoint  of  the  law  enforcement 
area,  we  have  looked  at  it  from  the  standpoint  of  the  judiciary,  we 
have  looked  at  it  from  the  standpoint  of  assistance  to  community 
organizations,  outreach,  these  kinds  of  services,  but,  in  my  view, 
the  missing  link  in  an  effective  strategy  for  reducing  domestic  vio- 
lence is  the  medical  profession,  and  what  is  so  striking,  and  I 
thought  the  statement  from  the  American  Medical  Association  wit- 
ness was  very  good,  is  that  the  profession  now  realizes  that  there 
is  a  great  deal  more  work  to  be  done. 

What  got  me  involved  in  this  issue  was  in  1992  in  a  journal  arti- 
cle of  the  American,  the  American  Medical  Association's  journal. 
Dr.  Richard  Jones,  who  was  then  president  of  the  American  College 
of  Obstetricians  and  Gynecologists,  one  of  the  premier  leaders  m 
the  field,  wrote  in  this  article  that  for  years  in  his  practice  he  had 
missed  the  most  obvious  signs  of  domestic  violence,  so  we  had  a  sit- 
uation where  the  president,  one  of  the  renowned  people  not  just  in 
the  country,  worldwide,  was  admitting  in  a  premier  medical  journal 
that  he  had  missed  in  his  practice  signs  of  phvsical  abuse  in 
women,  had  been  asking  the  wrong  questions,  failed  to  elicit  the 
cause  of  injuries,  and  that  he  felt  tnat  the  profession  had  a  lot  to 
do  to  address  these  issues. 

This  was  backed  up  by  two  other  important  analyses.  The  Sur- 
geon General's  report  came  out  in  1992  citing  a  report  that  found 
that  35  percent  of  the  women  who  visit  hospital  emergency  rooms 
are  there  because  of  ongoing  abuse,  and  several  studies,  most  re- 
cently one  done  by  the  University  of  Oregon  Health  Sciences  Cen- 
ter found  that  two-thirds  of  healtn  professionals  said  that  they  had 
essentially  had  no  training  whatsoever  in  terms  of  how  to  deal  with 
domestic  violence. 

So  I  think  this  is  a  pretty  good  backdrop  which  suggests,  Chair- 
man Towns,  how  important  your  hearings  are  in  terms  of  filling 
the  big  gap  in  America's  strategy  for  dealing  with  these  problems. 
ConCTessman  Kreidler  has  done  excellent  work  in  this  area.  The 
AMA's  program  is  certainly  very  welcome,  and  let  me  just  wrap  up 
by  outlining  another  approach  that  I  have  felt  strongly  about. 

The  medical  schools  in  this  country  have  been  slow,  in  my  view, 
to  tackle  this  issue.  In  fact,  afler  1992  we  did  an  analysis  across 
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the  country  of  programs  at  medical  schools  and  found  virtually 
none  were  tackling  the  domestic  violence  issue. 

Now,  of  course,  the  Congress  through  title  VII  and  title  VIII  of 
the  Public  Health  Services  Act  makes  available  Federal  funds  for 
the  training  of  medical  providers  in  our  country,  so  I  have  offered 
in  several  forms  legislation  that  would  stipulate  that  applicants 
should  be  getting  significant  training  in  identifying  the  causes  of 
domestic  violence,  making  sure  that  they  are  making  appropriate 
referrals  to  health  and  community-based  organizations  as  a  condi- 
tion for  receiving  Federal  education  dollars. 

In  working  with  the  various  organizations,  we  have  agreed  on  an 
approach  that  is  an  acceptable  condition  to  all  sides  and  in  effect 
what  we  have  been  able  to  do  is  get  an  agreement  for  the  title  VII 
and  title  VIII  moneys  that  stipulates  that  in  effect  there  would  be 
a  preference  for  the  schools  that  are  willing  to  have  strong  domes- 
tic violence  programs.  This  way  the  Congress  of  the  United  States 
is  not  micromanaging  health  education.  We  are  not  reaching  in 
from  Washington,  DC  to  direct  how  they  ought  to  do  this  kind  of 
program,  but  there  are  a  number  of  good  models. 

The  Department  of  Health  and  Human  Services  can  work  with 
the  medical  colleges  to  get  agreement  on  these  models.  The  AMA's 
program  is  a  good  one,  but  what  we  ought  to  say  at  a  minimum, 
given  the  fact  that  this  issue  has  gone  xmaddressed  for  so  long  is 
that  the  Congress  wants  to  see  a  preference  go  for  these  scarce 
Federal  dollars  when  a  college  has  a  good  domestic  violence  pro- 
-am. And  I  would  like  to  wrap  up  by  saying  that  this  approach 
is  supported  by  the  American  Association  of  Medical  Colleges,  the 
various  kinds  of  other  organizations,  the  NOW  Legal  Defense 
Fund,  and  with  that,  Mr.  Chairman,  I  thank  you  for  your  consider- 
ation, and  I  know  the  light  is  on,  and  look  forward  to  working  with 
you  and  the  committee. 

[The  prepared  statement  of  Mr.  Wyden  follows:] 


85-915  0-95-3 
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STATEMENT  OF  REP.   RON  WYDEN  ON 
THE  DOMESTIC  VIOLENCE  IDENTIFICATION  AND  REFERRAL  ACT 
BEFORE  THE  SUBCOMMITTEE  ON  HUMAN  RESOURCES  AND 
INTERGOVERNMENTAL  RELATIONS 
October  5,  1994 


Chairman  Towns,  thank  you  for  inviting  me  to  speak  to  you 
today.  I  think  you  are  holding  an  important  hearing  on  an 
important  subject.  With  the  passage  of  the  Violence  Against  Women 
Act  in  the  Crime  Bill,  Congress  covered  domestic  violence  from  a 
law  enforcement  and  judicial  perspective,  increased  the  number  of 
battered  women's  shelters,  and  provided  funds  for  outreach  and 
education  on  domestic  violence.  However,  Congress  has  overlooked 
a  major  resource  in  the  battle  against  domestic  violence  --  our 
health  professionals,  who  are  often  the  first  to  see  the  effects  of 
battering  and  who  are  often  in  the  best  position  to  stop  the  cycle 
of  violence  before  it  goes  any  further. 

In  a  June  17,  1992  issue  of  the  Journal  of  the  American 
Medical  Association  (JAMA)  ,  Dr.  Richard  F.  Jones,  III,  the  then- 
President  of  the  American  College  of  Obstetricians  ad  Gynecologists 
(ACOG)  ,  related  how  for  years  he  had  missed  the  obvious  signs  of 
physical  abuse  in  women  patients,  had  been  asking  the  wrong 
questions  and  failed  to  elicit  the  true  cause  of  their  injuries. 
Only  when  he  started  asking  these  women  directly  if  they  were 
victims  of  physical  abuse  did  the  truth  emerge. 

A  Surgeon  General's  report  that  came  out  in  1992  cited  a 
report  that  found  35%  of  the  women  who  visit  hospital  emergency 
rooms  are  there  because  of  on-going  abuse  --  making  domestic 
violence  one  of  the  leading  causes  of  injury  to  women.  More 
disturbing,  the  Surgeon  General  also  reported  that  as  few  as  5%  of 
the  victims  were  so  identified  by  medical  personnel. 

Since  this  report,  the  American  Medical  Association  has  issued 
model  protocols  for  dealing  with  domestic  violence.  Additionally, 
some  health  professionals  are  beginning  to  promote  training  in  how 
to  identify  and  treat  domestic  violence.  However,  according  to  a 
recent  survey  by  the  Oregon  Health  Sciences  University,  two- thirds 
of  health  professionals  in  my  home  state  of  Oregon  said  they  had  no 
training  in  how  to  handle  spouse  abuse. 

Health  professionals  have  come  a  long  way  since  1992,  but  the 
fact  is  that  still  when  it  comes  to  domestic  violence,  the  bruises 
and  abrasions  get  dressed,  but  the  cause  is  going  unaddressed. 
Doctors  miss  the  signs  of  domestic  violence  early  on  and  then  often 
miss  them  again  when  they  are  catastrophic. 

I  have  looked  at  two  approaches  to  providing  incentives  for 
medical  schools  to  integrate  thorough  training  in  domestic  violence 
into  their  curricul\im.  In  one  approach,  we  amended  Title  VII  and 
Title  VIII  of  the  Public  Health  Services  Act  so  that  applicants  who 
provided    "significant   training"    in  domestic  violence  would  get 
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preference  in  receiving  funding  for  the  health  professions 
education  grant  programs. 

In  crafting  this  compromise  from  my  original  bill,  H.R.  3207, 
I  worked  with  a  number  of  organizations  including  the  American 
Association  of  Medical  Colleges,  National  Coalition  Against 
Domestic  Violence,  American  Association  of  Nurse  Practitioners,  NOW 
Legal  Defense  Fund,  American  Medical  Women's  Association,  and  the 
National  League  for  Nursing,  I  do  intend  to  introduce  this  as 
legislation  next  Congress. 

In  my  original  bill,  H.R.  3207,  I  proposed  to  add  a  domestic 
violence  training  and  prevention  requirement  as  a  condition  for 
receiving  grants  under  in  Title  VII  of  the  Public  Health  Services 
Act.  Medical  schools  and  other  health  professions  education 
institutions  would  have  until  1996  to  integrate  "significant 
training  in  domestic  violence"  to  their  curriculum.  If  they  did 
not  add  domestic  violence  to  their  curriculum  their  grant  money 
would  be  cut  by  5%,  10%,  15%  and  20%  each  succeeding  year  until  in 
the  fifth  year  it  would  be  cut  entirely. 

The  Title  VII  and  Title  VIII  grant  programs  singled  out  in  my 
bill  are  demonstration  grants  and  make  up  but  a  small  part  of  the 
hundreds  of  millions  of  federal  dollars  that  go  to  medical  schools 
for  state-of-the-art  medical  education.  It  seems  to  me  to  be  self- 
evident  that  if  we  give  medical  schools  this  sort  of  funding,  they 
should  at  least  give  some  time  to  addressing  the  number  one  cause 
of  injury  to  women. 

Additionally,  it  is  in  our  country's  best  interest  that 
Congress  ensure  medical  professionals  know  how  to  identify  and 
treat  cases  of  domestic  violence.  Women  who  have  been  raped  or 
beaten  have  medical  costs  that  are  two  and  a  half  times  higher  per 
year  than  non- victimized  women  ($401  vs.  $161) .  In  Oregon,  Kaiser 
Peimanente  has  announced  they  plan  to  aggressively  teach  personnel 
to  identify  and  treat  domestic  violence  because  in  a  basic  cost- 
benefits  analysis,  it's  a  lot  cheaper  to  stop  domestic  violence  in 
its  infancy  than  to  wait  until  the  woman  ends  up  in  the  hospital. 

I  thank  the  committee  for  inviting  me  to  testify  today.  I 
think  that  you  have  chosen  to  focus  on  a  formerly  forgotten  side  of 
the  domestic  violence  debate  --  that  is  domestic  violence  as  a 
public  health  issue.  I  hope  in  the  next  Congress  we  can  work  to 
bring  public  health  solutions  to  domestic  violence  to  the 
forefront . 
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Mr.  Towns.  Right.  Thank  you  very  much.  You  can  see  the  gen- 
tleman knows  the  rules.  He  understands  when  the  red  light  comes 
on  that  his  time  has  expired.  At  this  time  we  recognize  Congress- 
man Kreidler  from  the  great  State  of  Washington,  who  has  been  a 
real  leader  in  this  area  as  well. 

Congressman  Kreidler,  welcome  to  the  committee.  You  know  the 
rules,  at  5  minutes,  when  the  light  comes  on,  you  must  conclude 
your  statement.  Your  entire  statement  will  be  included  in  the 
record,  so  if  you  could  summarize  within  5  minutes,  we  would  ap- 
preciate it. 

STATEMENT  OF  HON.  MIKE  KREIDLER,  A  REPRESENTATIVE  IN 
CONGRESS  FROM  THE  STATE  OF  WASHINGTON 

Mr.  Kreidler.  Thank  you  very  much,  Mr.  Chairman.  I  want  to 
apologize,  first  off,  that  I  will  not  be  able  to  stay  for  any  questions, 
and  I  apologize  for  having  to  come  and  go  that  way.  This  certainly 
is  one  of  the  most  neglected  issues  facing  women,  the  impact  of  vio- 
lence and  abuse,  and  I  want  to  commend  you  for  holding  these 
hearings  because  they  are  terribly  important. 

Last  year,  I  was  proud  to  sponsor  legislation  to  establish  a  spe- 
cial program  at  the  Centers  for  Disease  Control  and  Prevention  to 
address  this  issue.  The  need  for  such  a  program  was  clear. 

My  written  statement  outlines  some  of  the  devastation  that  do- 
mestic violence  and  sexual  abuse  afflict  on  women,  not  only  the  in- 
juries themselves,  but  the  aftereffects  that  can  range  from  gastro- 
intestinal illness  to  substance  abuse  to  post  traumatic  stress  dis- 
order. However,  the  public  health  community  is  ill-prepared  to  re- 
spond to  these  victims. 

Doctors  and  other  providers  regularly  ignore,  deny,  minimize  or 
misunderstand  their  patients'  abuse.  Health  professionals  rarely 
initiate  discussion  on  this  subject.  In  fact,  fewer  than  2  percent  of 
the  sexually  abused  women  in  one  study  had  ever  discussed  their 
abuse  with  their  physician. 

Another  study  reported  that  fewer  than  5  percent  of  the  women 
seeking  treatment  for  injuries  were  correctly  diagnosed  by  medical 
personnel  as  being  victims  of  domestic  violence.  There  is  much  to 
be  done,  and  there  are  too  few  resources  to  accomplish  it  all. 

Some  phvsician  groups,  as  Congressman  Wyden  pointed  out,  like 
the  AMA,  nave  developed  educational  materials  for  their  member- 
ship, and  they  are  certainly  to  be  commended  for  doing  so.  The 
Family  Violence  Prevention  Fund  has  initiated  a  public  education 
campaign  that  I  believe  we  are  all  familiar  with  called  ^There's  No 
Excuse,"  which  is  greatly  needed.  The  CDC  program  has  several 
goals  that  I  would  like  to  touch  on. 

First,  in  my  mind  their  mission  should  be  to  educate  health  care 
professionals.  I  worked  as  a  health  care  professional  for  over  20 
years,  and  I  know  how  important  it  is  to  understand  how  these 
questions  are  phrased,  how  you  develop  the  conversation  and  dis- 
cussion with  the  patient  to  develop  the  kind  of  case  study  that  is 
important.  The  CDC  should  put  resources  in  developing  and  dis- 
seminating model  training  curricula  on  the  identification  of  victims 
of  domestic  violence,  examination,  treatment,  documentation,  inter- 
vention, and  referral  to  other  services. 
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In  addition,  the  CDC  must  define  appropriate  interventions  in 
the  public  health  community  to  identify  and  help  victims.  The  CDC 
must  collect  relevant  epidemiological  data  so  that  they  may  know 
the  incidence  and  prevalence  of  violent  injuries  among  women  and 
their  following  health  effects.  And  as  it  does  with  other  threats  to 
public  health,  the  CDC  must  help  educate  all  Americans  about  the 
growing  epidemic  of  violence. 
The  appropriation  for  fiscal  year  1995  is  $7.3  million,  which  is 
!  clearly  not  enough  to  fulfill  all  of  these  goals,  and  I  would  certainly 
I  urge  all  of  us  to  support  additional  funding  for  these  crucial  pro- 
I  grams.  At  the  same  time,  it  is  essential  that  with  limited  resources 
I     the  CDC  make  effective  use  of  these  scarce  funds. 

I  hope  that  the  bulk  of  these  funds  will  be  targeted  to  projects 
that  can  have  a  direct  impact  on  women's  lives,  rather  than  costly 
research  projects  that  sometimes  can  be  of  dubious  value.  I  hope 
the  research  can  be  conducted  that  will  be  relevant  and  not  dupli- 
cate what  we  already  know  about  the  syndrome  of  violence. 

I  hope  the  interventions  that  are  developed  will  be  aimed  at  vic- 
tims' needs  and  not  at  offender  programs,  and  will  emphasize  a 
consistent  community-wide  response  to  domestic  violence.  I  hope 
the  Center  for  Injury  Control  and  Prevention  will  do  a  better  job 
than  it  has  of  reaching  out  to  the  advocates  in  the  domestic  vio- 
lence commxmity,  because  they  are  the  real  experts  on  these  issues 
and  need  to  be  consulted. 

All  these  concerns  can  be  addressed  with  appropriate  sensitivity 
and  imderstanding  about  the  complex  issue  of  domestic  violence 
and  with  a  forceful  commitment  from  Congress  to  making  this  a 
priority.  This  hearing  is  an  important  step  in  that  process,  and, 
again,  I  applaud  you,  Mr.  Chairman,  and  the  committee  for  your 
commitment  to  this  issue.  Thank  you  very  much. 
[The  prepared  statement  of  Mr.  Kreidler  follows:] 
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Thank  you,  Mr.  Chairman,  for  inviting  me  to  be  here  today.  One  of  the  most 
n^ected  health  issues  facing  women  is  the  impact  of  violence  and  abuse,  and  I  commend 
you  for  conducting  this  important  hearing. 

Last  year  I  was  proud  to  sponsor  l^islation  to  establi^  a  ^lecial  program  at  the 
Centers  for  Disease  Control  and  Prevention  to  address  this  issue.  The  need  for  such  a 
program  was  clear:  Each  year,  millions  of  women  suffer  injuries  from  domestic  violence 
and  sexual  assault.  Up  to  a  third  of  emergency  room  admissions  of  women  are  due  to 
battering.  Women  who  have  been  abused  use  the  health  care  system  more  often  than  non- 
abused  womoi  —  not  simply  for  treatment  of  the  immediate  injuries  from  violence,  but  for 
other  health  problems  abuse  can  cause  —  gastrointestinal  {Hoblems,  rq>ioductive  health 
problems,  and  stress-related  disorders. 

Abuse  can  have  a  profound  effect  on  a  victim's  moital  health:  Women  who  have 
beoi  raped  are  twice  as  likely  to  suffer  a  major  de^nession,  three  times  as  likely  to  abuse 
substances,  and  dght  times  as  likdy  to  attempt  suicide  as  non-victims.    There  are  more 
women  in  this  country  suffoing  from  Post-Traumatic  Stress  Disorder  than  Vietnam  veterans. 

Battering  is  a  serious  health  risk  for  pr^nant  women.  In  fact,  one  in  six  pregnant 
women  are  victims  of  abuse  during  pre^iancy.  The  consequences  of  battoing  during 
pregnancy  can  include  stillbirth,  miscarriage,  and  low  birthw^ght  babies. 

Adolescent  girls  who  have  been  sexually  abused  are  more  likdy  to  start  snaoking 
eariia*  and  more  h^vily,  to  abuse  drugs,  to  become  sexually  active  e^er,  to  have  more 
sexual  partners,  and  to  become  pr^nant.  Clearly,  if  we  are  to  address  some  of  our  most 
soious  iMJblic  healdi  problems  today  —  AIDS,  cardiovascular  disease,  and  substance  abuse  - 
-  we  must  acknowledge  the  dironic,  devastating  effects  of  violence. 
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The  reality  is,  however,  that  the  public  health  community  is  ill-prepared  to  respond 
to  these  victims.  Doctors  and  other  providers  regularly  ignore,  deny,  minimize,  or 
misunderstand  their  patients'  abuse.  Health  professionals  rarely  initiate  discussion  on  this 
subject  In  fact,  fewer  than  two  percent  of  sexually  abused  women  in  one  study  had  ever 
discussed  the  abuse  with  a  physician.  Another  study  reported  that  fewer  than  five  percent  of 
women  seeking  treatment  for  injuries  were  correctly  diagnosed  by  medical  personnel  as 
being  victims  of  domestic  violence. 

There  is  much  to  be  done,  and,  as  you  can  imagine,  too  few  resources  to  accomplish 
it  all.  Some  of  the  physician  groups  have  developed  educational  materials  for  their 
membership  and  they  are  to  be  commended.  The  Family  Violence  Prevention  Fund  has 
initiated  a  public  education  campaign  called  "There's  No  Excuse,"  which  is  greatly  needed. 

The  CDC  program  has  several  goals.  First  in  my  mind  is  the  mission  to  train  and 
educate  health  care  professionals.  CDC  should  put  resources  into  developing  and 
disseminating  model  training  curricula  for  the  fiill  spectrum  of  health  specialties  that  address 
the  identification  of  victims  of  domestic  violence,  examination  and  treatment,  documentation, 
intervention,  and  referral  to  appropriate  social  and  legal  services.  In  addition,  the  CDC 
must  help  define  :q)propriate  interventions  in  the  pubUc  health  community  to  identify  and 
help  victims.  The  CDC  must  collect  relevant  epidemiological  data  so  we  may  know  the 
incidence  and  prevalence  of  violent  injuries  among  women  and  their  health  effects.  And,  as 
it  does  with  other  threats  to  the  public  health,  the  CDC  must  help  educate  all  Americans 
about  the  growing  epidemic  of  violence. 

The  j^ropriation  for  FY  1995  of  $7.3  million  is  clearly  not  enough  to  fulfill  these 
goals,  and  I  would  urge  my  colleagues  to  support  additional  funding  for  this  crucial 
program.  At  the  same  time,  it  is  incumbent  upon  the  CDC  to  make  the  most  effective  use 
of  Sese  scarce  ftinds. 

I  hope  that  the  bulk  of  these  funds  will  be  targeted  to  projects  that  can  have  a  direct 
impact  on  women's  lives,  rather  than  costly  research  projects  of  dubious  value.  I  hope  the 
research  that  is  conducted  will  be  relevant  and  not  duplicate  what  we  already  know  about  the 
syndrome  of  violence.  I  hope  the  interventions  that  are  developed  will  be  aimed  at  victims' 
needs  and  not  offender  programs,  and  will  emphasize  a  consistent,  community-wide  response 
to  domestic  violence.  And  I  hope  that  the  Center  for  Injury  Control  and  Prevention  will  do 
a  better  job  than  it  has  of  reaching  out  to  advocates  in  the  domestic  violence  community  who 
are  the  real  experts  on  this  issue. 

All  of  these  concerns  can  be  addressed  with  appropriate  sensitivity  and  understanding 
about  the  complex  issue  of  domestic  violence,  and  with  a  forceful  commitment  from  the 
U.S.  Congress  to  making  this  a  priority.  This  hiring  is  an  important  step  in  that  process, 
and  I  applaud  you  own  commitment  to  this  issue. 
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Mr.  Towns.  Thank  you,  Congressman  Kreidler,  and  let  me  thank 
both  of  you  for  the  outstanding  leadership  that  you  have  provided 
in  this  area.  I  think  you  are  right.  There  is  no  one  solution.  But 
I  think  that  if  we  work  together  we  can  come  up  with  solutions. 
I  think  the  medical  profession,  in  particular,  is  very  important  in 
this  process.  I  look  forward  to  working  with  you  and  making  cer- 
tain that  this  problem  is  dealt  with  in  a  very  effective  manner.  At 
this  time  I  )deld  to  my  colleague,  Congressman  SchiflF. 

Mr.  SCHIFF.  Thank  you,  Mr.  Chairman.  Mr.  Chairman,  because 
of  the  time  of  all  involved,  I  will  refrain  from  asking  any  questions 
of  the  witnesses,  but  I  just  want  to  make  one  brief  but  I  think  im- 
portant observation.  When  there  are  issues  that  divide  us  by  sides 
of  the  aisle,  by  Republican  versus  Democrat,  those  issues  tend  to 
get  the  greatest  amount  of  news  coverage,  but  I  think  that  this 
Rearing  and  the  testimony  we  have  just  heard  substantiates  to  me 
that  90  percent  or  more  of  what  the  Congress  works  on  day  in  and 
day  out  is  not  divided  by  any  kind  of  party  label,  and  that  Repub- 
licans and  Democrats  and  independents  have  common  goals  to 
solve  common  problems.  And  although  the  solutions  aren't  easy  to 
come  by  certainly,  we  are  all  working  together  to  achieve  those 
goals,  and  I  just  want  to  say  that  I  am  very  proud  to  reach  across 
the  aisle  and  commend  our  two  witnesses  for  their  leadership  on 
this  issue. 

I  believe  they  both  testified  before  this  subcommittee  in  the  past 
on  the  same  issue,  and  hope  they  will  testify  again,  and  I  look  for- 
ward to  working  with  them.  Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Thank  you  very  much.  At  this  time  I  yield  to  Con- 
gressman Barrett. 

Mr.  Barrett.  In  the  interest  of  time,  I  will  pass  on  any  ques- 
tions. 

Mr.  Towns.  Thank  you  very  much.  Let  me  say  I  agree  with  my 
colleague  that  this  is  not  a  Republican  or  a  Democratic  issue,  bat- 
tered women.  I  think  that  it  is  a  serious  problem,  and  I  think  that 
we  have  to  come  together  as  Republicans  and  as  Democrats  to  see 
what  we  can  do  to  bring  about  a  solution. 

I  look  forward  to  working  with  both  of  you  to  do  that. 

At  this  time  I  would  like  to  call  our  next  witness.  Dr.  Mark 
Rosenberg,  the  Director  of  the  National  Center  for  Injury  Preven- 
tion and  Control,  which  is  part  of  the  Centers  for  Disease  Control 
and  Prevention.  Dr.  Rosenberg  is  primarily  responsible  for 
overseeing  the  CDC  domestic  violence  initiative. 

Doctor,  we  welcome  you  to  the  committee  and  let  me  indicate  to 
you  that  your  entire  statement  will  be  included  in  the  record.  If 
you  could  just  summarize  within  5  minutes. 

You  may  proceed  any  way  you  wish. 

STATEMENT  OF  MARK  ROSENBERG,  DIRECTOR,  NATIONAL 
CENTER  FOR  INJURY  PREVENTION  AND  CONTROL,  CEN- 
TERS FOR  DISEASE  CONTROL  AND  PREVENTION 

Dr.  Rosenberg.  Thank  you,  Mr.  Chairman.  I  have  less  practice 
in  keeping  within  the  5  mmutes,  but  I  will  try.  I  am  from  the  Na- 
tional Center  for  Injury  Prevention  and  Control  at  CDC,  and  I 
want  to  tell  you  about  a  new  partnership  and  a  new  approach  that 
I  think  is  going  to  really  transform  the  way  we  think  about  family 
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and  intimate  violence  in  this  country.  I  want  to  acknowledge  your 
support,  your  help,  and  that  of  Congressmen  Kreidler  and  Wyden. 

What  has  also  been  very,  very  important,  and  perhaps  even  more 
important  is  the  help  and  support  of  a  group  that  is  not  rep- 
resented here  yet,  and  that  is  the  women,  the  advocates,  the  moth- 
ers and  the  daughters  who  have  been  working  in  this  field  for  a 
very,  very  long  time,  and  we  do  need  a  closer  partnership. 

We  are  getting  that  started.  Let  me  tell  you  about  it.  Let  me  tell 
you  about  what  is  happening.  Why  is  it  a  public  health  problem? 
First,  we  call  it  a  public  health  problem  because  of  the  large  toll 
that  it  takes.  About  2,000  women  a  year  are  killed  as  victims  of 
familv  and  intimate  violence,  2,000  women  killed,  and  that  is  the 
tip  of  the  iceberg. 

Less  than  1  percent  of  the  women  who  are  beaten  and  battered 
are  represented  by  that  2,000  dead  women.  It  is  a  big,  big  problem. 
The  toll  in  terms  of  morbidity  and  mortality  is  huge,  so  we  address 
it  as  a  public  health  problem.  Second,  we  call  it  a  public  health 
problem  because  we  have  tremendous  resources  that  we  can  bring 
to  bear  on  this.  You  have  heard  the  health  care  reform  debate.  We 
have  a  trillion -dollar  health  care  industry.  Let's  involve  it,  let's 
bring  it  to  bear  on  solving  this  problem. 

What  can  public  health  do  for  this?  Let  me  tell  you  about  three 
extraordinary  things  that  I  think  public  health  can  bring  to  and  do 
for  this  problem.  The  first  is  a  focus  on  prevention  rather  than 
treatment.  Prevention,  not  treatment.  We  have  to  provide  shelters 
for  women  who  are  battered,  but  we  have  to  make  it  unnecessary 
for  there  to  be  shelters.  If  we  are  effective,  we  can  stop  it  from  hap- 
pening before  it  starts.  That  is  the  focus  on  prevention. 

It  is  not  enough  to  lock  people  up,  it  is  not  enough  to  patch  them 
up,  and  it  is  not  enough  to  give  them  shelter  when  they  need  it. 
We  have  to  make  it  so  that  they  don't  need  it.  That  is  our  respon- 
sibility, and  if  we  can  prevent  and  reduce  violence  in  the  home,  we 
can  prevent  that  violence  from  spilling  on  to  the  streets.  Primary 
prevention,  very,  very  important. 

Second,  we  can  use  science  and  bring  science  to  bear  on  this 
question.  This  has  been  done  very  effectively  in  the  past.  Science 
has  brought  about  some  miracles  in  our  time.  It  eradicated  small- 
pox from  the  face  of  the  earth.  It  brought  down  the  motor  vehicle 
injury  death  rate  so  it  is  safe  to  drive  long  distances  now.  We  can 
apply  that  same  approach  to  this  issue.  And  I  will  tell  you  how 
with  some  more  details  later. 

Third,  we  can  bridge  the  gap  that  we  have  been  talking  about. 
Public  health  believes  in  bringing  together  doctors,  lawyers,  edu- 
cators, people  who  work  in  labor  and  give  jobs  to  kids  and  give  jobs 
to  women,  people  who  can  change  tne  way  people  live  and  the 
housing  conditions.  It  is  more  than  just  doctors  and  nurses  in  hos- 
pitals. We  do  believe  we  have  to  bridge  that  gap,  and  we  do  have 
to  bring  together  conservatives  ana  liberals,  Republicans  and 
Democrats,  just  as  you  said.  It  is  not  because  an  idea  is  a  liberal 
idea  that  makes  it  good.  They  have  some  very,  very  silly  ideas,  and 
so  do  conservatives. 

We  have  to  take  the  best  ideas  and  see  which  ones  work,  and  we 
can  use  science  to  help  us  find  out  which  ones  work.  Science  holds 
great  potential  in  this.  We  also  have  to  bring  together  other  part- 
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ners,  and  as  hard  as  it  is  to  bring  together  the  conservatives  and 
the  liberals  from  your  vantage  point,  you  know  it  is  just  as  hard 
to  bring  together  different  parts  of  government;  just  as  hard,  but 
it  is  happening. 

There  was  an  interdepartmental  working  group  that  addressed 
family  violence  and  they  had  representatives  from  the  Department 
of  Justice,  Education,  HHS,  the  Office  of  Drug  Abuse  Policy — ^lots 
of  people  are  coming  together.  It  is  happening,  it  is  changing.  So 
we  can  bring  together  the  different  forces  and  get  it  all  together. 

What  is  happening  now  as  a  result  of  this  approach?  You  heard 
that  we  do  have  $7.3  million  to  do  something.  Let  me  tell  you  what 
we  are  doing.  I  hope  you  are  proud  of  what  your  government  is 
doing  because  I  think  this  is  an  exciting  area. 

There  are  four  things  we  are  doing.  First,  we  want  to  describe 
and  track  the  problem.  Who  does  it  happen  to?  How  often?  Under 
what  circumstances?  How  many  women  are  beaten?  How  many 
children  have  their  lives  destroyed  by  observing  violence?  We  need 
to  establish  a  common  language.  We  need  to  establish  common 
definitions.  We  need  to  get  beyond  the  debate  about  which  number 
and  what  nuance  and  we  need  to  do  something  about  the  problem, 
but  we  need  to  start  by  a  better  way  to  keep  track  and  a  better 
way  to  talk  about  it  together. 

Second,  we  need  to  increase  our  knowledge  about  the  causes  and 
the  consequences.  Why  does  it  happen  to  that  woman?  Why  was 
she  stabbed  to  death?  Why  was  this  kid  beaten?  Why  this  man? 
Why  our  neighbor?  Why  our  sister?  Better  knowledge  about  the 
causes  and  consequences. 

We  need  better  information  about  how  to  prevent  violence,  what 
works,  what  interventions  make  sense,  which  ones  don't.  We  need 
to  test  them  out. 

The  fourth  question  is  how  do  we  do  it,  and  to  find  that  out,  we 
need  closer  working  relationships  with  the  people  who  are  already 
working  in  the  field.  We  need  to  find  out  how  to  communicate  to 
people,  how  to  talk  to  them  about  what  is  happening,  how  to 
change  the  very  way  that  they  think  about  this  problem.  We  are 
just  working  to  get  it  started.  We  are  working  to  get  it  all  together. 
I  think  all  these  things  are  happening.  I  think  it  is  going  to  be 
some  exciting  changes  that  you  see. 

We  are  not  the  sole  people  who  act  in  this.  There  are  other  agen- 
cies in  the  Public  Health  Service,  other  parts  of  the  administration 
that  are  working  on  it.  There  are  people  in  State  and  local  govern- 
ments whom  we  are  trying  to  bring  together,  and  there  are  advo- 
cates that  we  are  trying  to  bring  together.  I  think  it  is  happening. 
It  has  at  least  started.  Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Dr.  Rosenberg  follows:] 
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Thank  you,  Mr.  Chairman  and  members  of  the  Subcommittee  for  this 
opportunity  to  testify  on  family  and  intimate  violence  as  a 
public  health  issue.     I  am  Mark  Rosenberg,  Director  of  the 
National  Center  for  Injury  Prevention  and  Control  at  the  Centers 
for  Disease  Control  and  Prevention  (CDC)   in  Atlanta.     I  am  here 
today  to  help  you  bring  attention  to  the  problem  and  to  talk  with 
you  about  the  role  public  health  can  play  in  preventing  family 
and  intimate  violence. 

FAMILY  AND  INTIMATE  VIOLENCE  IS  A  PUBLIC  HEALTH  PROBLEM 

Family  and  intimate  violence  must  be  considered  a  priority  public 
health  problem  because  of  the  extraordinary  toll  it  takes  on  our 
society.    Women  are  frequent  targets  of  both  physical  and  sexual 
assault  by  partners  and  acquaintances.     In  1991,  5,745  women  died 
as  a  result  of  homicide.     Six  of  every  ten  of  these  victims  were 
murdered  by  someone  they  knew;  about  3  out  of  these  6  are 
murdered  by  a  spouse  or  intimate  acquaintance.     Although  over  99% 
of  assaults  on  women  do  not  result  in  death,  they  still  result  in 
physical  injury  and  severe  emotional  distress.     Injuries  suffered 
by  victims  of  family  and  intimate  violence  represent  tens  of 
thousands  of  emergency  department  and  physician  visits.     In  many 
instances,  health  care  providers  are  unaware  of  the  extent  of  the 
violence,  are  unsure  how  to  communicate  with  the  victims  and  do 
not  know  how  to  identify  and  refer  the  victim  for  additional 
help . 

Public  health  complements  the  criminal  justice  approach  to  family 
and  intimate  violence.     Criminal  justice  emphasizes  punishment, 
deterrence,  and  incarceration,  while  public  health  focuses  on 
primary  prevention.     Public  health  also  brings  personnel  and 
resources  from  the  physical  and  mental  health  care  systems 
together  with  the  law  enforcement,   judicial,  and  penal  systems  to 
address  the  problem.     Recognizing  that  family  and  intimate 
violence  is  a  public  health  problem  does  not  mean,  however,  that 
public  health  can  solve  the  problem  alone.     The    criminal  justice 
and  public  health  sectors  must  work  together  to  solve  this 
problem. 

CONTRIBUTIONS  OF  THE  PUBLIC  HEALTH  APPROACH 

The  public  health  approach  to  family  and  intimate  violence 
focuses  on  prevention  rather  than  treatment.    Although  we  must  be 
ready  to  provide  care  for  women  who  are  victims  of  violence,  we 
must  also  find  ways  to  prevent  this  violence  from  occurring.  We 
need  to  look  more  diligently  for  ways  to  break  the  cycle  of 
violence  and  stop  a  pattern  that  often  begins  in  infancy  and 
childhood  and  carries  over  into  adulthood.     To  move  beyond 
locking  up  offenders  will  require  a  radical  shift  in  the  way  we 
think  about  violence  in  our  society.    We  should  not  be  surprised 
if  this  simple  idea  —  the  importance  of  thinking  about 
prevention  --  takes  a  long  time  to  take  hold. 
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The  public  health  approach  is  based  on  scientific  data  to 
understand  the  problem  and  identify  solutions  that  work.  Four 
simple  steps  characterize  this  scientific  approach.     In  the  first 
step,  we  ask  the  question  "What  is  the  problem?".     To  answer  this 
question  we  use  epidemiological  analysis  of  large  nximbers  of 
cases  to  look  for  the  underlying  patterns  (who,  when,  and  where) 
that  help  to  characterize  the  problem.     During  the  second  step, 
we  ask  "What  is  the  cause  of  the  problem?"  and  proceed  to  answer 
by  looking  for  causes  and  factors  that  may  increase  people's 
risk.     For  the  third  step,  we  ask  "What  works  to  prevent  this 
problem?".     To  address  this  question,  we  use  what  we  have  learned 
about  the  patterns  and  causes,  to  identify  and  evaluate 
interventions  that  could  prevent  the  problem.     The  fourth  step 
asks,   "How  do  we  implement  these  interventions?".  Effective 
interventions  must  be  put  into  place  at  the  community,  state,  and 
national  levels.     This  four-step  approach  has  led  to  dramatic 
successes,  from  smallpox  eradication  to  the  prevention  of  motor- 
vehicle  injuries  and  to  public  awareness  and  policies  which 
address  tobacco  use  and  its  serious  health  consequences .  This 
approach  can  have  an  equally  impressive  impact  in  preventing 
injuries  and  deaths  from  domestic  violence. 

The  public  health  approach  stresses  the  importance  of  bridging 
the  gaps  between  different  disciplines,  different  parts  of 
government,  the  private  and  public  sectors,  practitioners  and 
researchers,  racial  and  ethnic  groups,  and  punishment  and 
prevention.     The  prevention  of  family  and  intimate  violence  will 
require  input  from  a  broad  array  of  disciplines  within  medicine 
and  medical  care  institutions  and  beyond,  including  education, 
sociology,  criminology,  psychology,  law,  economics,  and 
engineering.     In  addition,  effective  solutions  will  need  to  bring 
together  academics  and  practitioners  and  bridge  the  gap  that 
exists  between  those  who  want  to  study  the  problem  first  to  find 
out  what  works,  and  those  community  members  and  practitioners  who 
sense  the  urgency  to  do  something  now.     One  way  to  bridge  this 
gap  is  to  start  some  programs  now  and  evaluate  them  intensively, 
adopting  a  "learn  as  we  go"  approach.     Effective  prevention 
programs  will  also  have  to  be  community -based,  because  the 
success  of  a  program  may  be  as  much  a  function  of  how  well  that 
program  is  connected  to  the  community  as  well  as  how  well  it  is 
designed. 

I  would  like  to  recognize  our  federal  partners  in  the  effort  to 
combat  family  and  intimate  violence,  including  the  Departments  of 
Education,  Housing  and  Urban  Development,  Justice,  Labor,  and  the 
Office  of  National  Drug  Control  Policy.     CDC  and  other  agencies 
within  the  Department  of  Health  and  Human  Services  are  honored 
and  excited  to  join  these  departments  in  the  Interdepartmental 
Task  Force  on  Violence.     This  task  force  is  spearheaded  by  the 
Departments  of  Justice,  Health  and  Human  Services,  and  Education. 
The  task  force's  working  groups  are  focused  on  finding  solutions 
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for  preventing  violence  within  our  coiranunities,  schools,  and 
families . 

The  Violence  Against  Women  Act,  a  part  of  Violent  Crime  Control 
and  Law  Enforcement  Act  of  1994   (the  Crime  Bill),  will  strengthen 
our  nation's  efforts  to  help  protect  women  from  violence.  For 
exair5)le,  the  Education  and  Prevention  Grants  to  Reduce  Sexual 
Assaults  Against  Women  authorize  $35  million  in  FY  1996  for  the 
Department  of  Health  and  Human  Services  to  supplement 
Preventative  Health  and  Human  Services  Block  Grant  funds  for  rape 
prevention  and  education  programs  to  increase  awareness  and 
prevent  sexual  assault.    Another  provision  of  the  Crime  Bill 
authorizes  the  injury  prevention  program  at  CDC  to  conduct  a 
study  to  obtain  a  national  projection  of  the  incidence  of 
injuries  resulting  from  violence  against  women,  the  cost  of 
injuries  to  health  care  facilities,  and  recommend  health  care 
strategies  from  reducing  the  incidence  and  cost  of  injuries 
resulting  from  family  and  intimate  violence. 

WHAT  ARE  WE  DOING  ABOUT  THE  PROBLEM? 

In  FY  1994,  Congress  provided  CDC  with  $7.3  million  to  conduct 
activities  related  to  preventing  injuries  and  deaths  caused  by 
violence  against  women.     The  primary  focus  is  preventing  violence 
against  adolescents  and  adult  women  that  occurs  in  the  context  of 
families  or  intimate  relationships.    CDC's  program  has  five  broad 
goals.     I  would  like  to  describe  our  activities  in  each  of  these 
areas  and  give  you  some  examples  of  the  projects  we  are 
undertaking . 

Describing  and  tracking  the  problem. 

Currently,  we  are  unable  to  determine  how  often  violence  against 
women  occurs;  which  women  face  the  greatest  risk;  how  many 
people,   including  children  and  family  members,  are  affected;  and 
whether  the  problem  is  improving  or  worsening  over  time.  Without 
this  information,  we  cannot  determine  whether  existing  prevention 
programs  and  services  are  appropriately  targeted  or  whether 
existing  prevention  strategies  are  working. 

CDC  will  develop  data  gathering  systems  that  will  tell  us  how 
often  violence  against  women  occurs,  which  women  face  the 
greatest  risk,  and  whether  the  problem  is  inproving  or  worsening 
over  time  at  national  or  local  levels.    As  part  of  this  effort, 
CDC  will  work  to: 

Establish  uniform  definitions.     During  FY  1995,  CDC  will  convene 
a  working  group  of  experts  in  the  field  who  will  decide  how  to 
define  violence  against  women  and  other  key  variables,  such  as 
injury  severity,  severity  of  violence,  and  weapon  use.    As  we 
have  seen  recently,  there  are  differences  in  the  way  various 
groups  count  and  determine  the  size  of  the  problem  of  domestic 
violence.    We  need  to  come  to  an  understanding  of  how  to 
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communicate  about  this  problem.    We  need  to  speak  the  same 
language.     The  problem  is  too  critical  to  get  lost  in  a  debate 
about  the  numbers.     The  definitions  and  variables  developed  by 
the  working  group  will  be  incorporated  into  monitoring  activities 
to  be  carried  out  by  the  states . 

Conduct  a  national  survey.     CDC  currently  is  supporting  a 
national  survey  on  violence  against  women  through  an  interagency 
agreement  with  the  National  Institute  of  Justice.     The  survey 
will  be  used  to  estimate  levels  of  intimate  partner  violence  and 
assess  knowledge,  attitudes,  behaviors,  and  health  outcomes 
(e.g.,  injury)  regarding  family  and  intimate  violence  in  the 
general  population. 

Assess  the  utility  of  existing  data  sources.     CDC  will  assess  the 
utility  of  existing  data  sources  and  seek  ways  to  improve  them. 
For  example, 

HMO  Study.     CDC  is  conducting  a  study  of  two  major  health 
maintenance  organizations   (HMOs) .     This  study  will  use 
automated  data  systems  to  compare  the  use  and  costs  of  the 
medical  care  system  by  women  identified  as  abused  and  women 
not  known  to  be  abused.     It  will  also  assess  changes  in 
medical  care  utilization  and  costs  after  identification. 

PRAMS/GA  Health  Survey.     CDC  is  developing  a  violence  against 
women  module  which  will  be  included  in  CDC's  Pregnancy  Risk 
Assessment  Monitoring  System  (PRAMS) .     PRAMS  collects 
information  on  risks  and  health  outcomes  from  a  random  sample 
of  women  who  have  recently  given  birth.     Information  on 
violence  against  women  and  how  it  may  affect  pregnancy 
outcomes  will  also  be  collected  through  a  similar  module  to 
be  added  to  a  reproductive  health  survey  of  women,  from  age 
15-44,   in  Georgia. 

Increasing  our  knowledge  of  the  causes  emd  consequences . 

Violence  against  women,  because  of  its  intimate  and  personal 
nature,  is  a  difficult  problem  to  study.     Consequently,  much 
remains  unknown  about  the  factors  that  increase  or  decrease  the 
likelihood  that  men  will  behave  violently  towards  women,  the 
factors  that  endanger  women  or  protect  them  from  violence,  and 
the  physical  and  emotional  consequences  of  such  violence  for 
women  and  their  children.     Greater  knowledge  of  modifiable 
factors  associated  with  violence  against  women  and  the 
consequences  of  such  violence  will  lead  to  the  development  of  new 
prevention  strategies. 

CDC  will  support  prevention-oriented  research  that  will  lead  to 
greater  knowledge  of  modifiable  factors  associated  with  family 
and  intimate  violence,  specifically  violence  against  women  and 
the  development  of  new  prevention  strategies.     This  will  occur 
through  extramural  research  grants  and  intramural  projects. 
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Extramural  research.     Eight  extramural  research  grants  were 
awarded  during  fiscal  year  1994  to  identify  modifiable  risk 
factors  associated  with  family  and  intimate  violence  and  evaluate 
the  effectiveness  of  a  broad  range  of  intervention  activities. 

Demonstrating  amd  evaluating  ways  to  prevent  violence  against 
women.     There  are  many  approaches  to  preventing  violence  against 
women.     We  need  to  know  far  more,  however,  about  how  effective 
specific  interventions  are  and  how  to  combine  interventions  into 
effective  programs  that  can  be  implemented  in  communities, 
workplaces,   schools,  and  other  settings. 

CDC  funded  three  state  health  departments  at  the  close  of  fiscal 
year  1994.     Three  state  health  departments  were  funded  through  a 
competitive  process  to  address  family  and  intimate  violence 
issues.     The  states  will  inventory  existing  data  sources  and 
prevention  programs;  systematically  collect  data  on  incidence  of 
intimate  violence;  plan,   implement,  and  evaluate  interventions 
specific  to  violence  against  women;  and  assess  the  health 
department's  organizational  capacity  to  address  intimate 
violence . 

CDC  funded  four  mult i faceted  community -based  projects  at  the 
close  of  fiscal  year  1994.     These  projects  will  identify 
successful  methods  for  delivering  family  and  intimate  violence 
interventions  at  the  community  level  and  determine  if 
multif aceted,   community-based  programs  can  reduce  rates  of 
violent  behavior,   injury,  and  death  associated  with  family  and 
intimate  violence. 

NAS/IOM  Study.     CDC  is  currently  co-sponsoring  and  supporting  a 
study  to  characterize  and  assess  family  violence  interventions. 
The  study  is  being  conducted  by  the  Board  on  Children  and 
Families,  under  the  joint  aegis  of  the  National  Research 
Council's  Commission  on  Social  and  Behavioral  Sciences  and 
Education  and  the  Institute  of  Medicine  (lOM) .     The  purpose  of 
the  study  is  to  convene  a  committee  of  16  experts  from  relevant 
disciplines  to  develop  a  synthesis  of  the  pertinent  research  and 
expert  opinion;  to  document  the  costs  associated  with  family 
violence  in  the  United  States;  to  develop  a  framework  for 
clarifying  what  is  known  about  suspected  risk  and  protective 
factors  associated  with  family  violence;  to  characterize  what  is 
known  about  selected  interventions  in  dealing  with  family 
violence;  and  to  identify  policy  and  program  elements  that  appear 
to  improve  or  inhibit  the  development  of  effective  responses  to 
family  violence. 

NSF  Study.     In  fiscal  year  1995,  CDC  and  the  National  Science 
Foundation  (NSF)  will  co-sponsor  a  study  of  gun  use  in  American 
households.     The  study  will  investigate  the  effects  of  question 
wording  and  other  suirvey  characteristics  on  the  reported 
incidence  of  protective  use  of  firearms  in  U.S.  households; 
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collect  detailed  information  on  the  incidents  involving  the 
defensive  use  of  guns;  and  investigate  patterns  of  gun  ownership 
and  use  by  females . 

Supporting  a  natiozial  communications  effort.     CDC's  national 
communication  activities  include  sharing  information  with 
organizations  across  the  country  who  work  in  the  area  of  family 
and  intimate  violence,  training,  and  public  awareness. 
Communications  activities  will  attempt  to  change  attitudes  by 
emphasizing  that  family  and  intimate  violence,  especially 
violence  against  women  is  unacceptable  and  can  be  prevented. 
During  all  parts  of  the  development  process,  we  will  solicit  the 
input  of  people  who  have  been  working  in  this  area  and  of  women 
who  are  victims. 

In  CDC's  1995  appropriation  of  $45  million  for  injury-related 
activities.  Congress  has  funded  an  effort  to  compliment  a 
national  media  campaign  designed  to  increase  public  awareness  and 
public  involvement  in  ending  domestic  violence.     The  funds 
provided  will  support  grants  that  develop  and  implement  local 
organizing  strategies  within  communities.     Priorities  will  focus 
on  expanding  community  education  and  outreach  activities.  This 
includes  the  development  of  coordinated  community  domestic 
violence  task  forces  to  more  effectively  reach  racial,  cultural, 
and  ethnic  and  language  minorities,  development  and  presentation 
of  community  education  seminars  and  other  forums  to  educate  the 
community  about  domestic  violence  and  dissemination  of 
educational  materials  used  to  increase  community  awareness. 

Inventory.     CDC  will  conduct  a  nationwide  inventory  of  all 
existing  surveillance  systems,  research  projects,  prevention 
activities,  public  information  campaigns,  and  training  programs 
for  professionals  and  women  at  risk.     The  inventory  is  absolutely 
essential  to  the  development  of  communications  activities.  We 
need  to  know  the  full  range  of  activities  in  order  to  communicate 
the  information  to  others. 

National  Awareness  Campaigns.     CDC  and  the  National  Resource 
Center  funded  by  the  Administration  on  Children  and  Families  will 
provide  support  to  local,   state,  and  national  domestic  violence 
organizations  during  the  implementation  phase  of  CDC's  recently 
launched  national  public  awareness  campaign,    "THERE'S  NO  EXCUSE 
FOR  DOMESTIC  VIOLENCE."     The  project  will  provide  coordinated 
training,   information,  and  technical  assistance  designed  to 
prepare  domestic  violence  programs  and  leaders  in  the  field  to 
respond  to  the  heightened  interest  in  domestic  violence  and  the 
increased  demand  for  domestic  violence  services  expected  to  be 
generated  by  the  national  media  campaign.     The  first  training 
session  was  held  September  12-13,   1994,   in  Washington,  D.C. 

Education/Training  Evaluation.  At  the  close  of  fiscal  year  1994, 
CDC  entered  into  contracts  to  evaluate  two  programs  for  training 
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health  care  providers  in  the  identification,  referral,  and 
treatment  of  victims  of  family  and  intimate  violence  to  be 
evaluated  this  year  by  CDC.     A  medical  school  training  program  at 
U.C.L.A.  and  a  hospital-based  training  program  in  Minnesota  will 
be  evaluated.     Evaluation  of  education  and  training  for  health 
care  providers  may  also  occur  through  our  extramural  research 
grants,  state  and  multi-faceted  community-based  cooperative 
agreements . 

Fostering  a  nationwide  network  of  prevention  and  support 
services.     There  are  many  public  and  private  organizations  and 
agencies  across  the  country  which  are  currently  working  on  some 
aspect  of  preventing  violence  against  women  or  which  are 
providing  care  and  treatment  of  women  who  are  victims  of 
violence.     CDC  will  support  private/public  partnerships, 
coalitions  of  national  organizations,  and  will  provide  support  to 
state  and  local  health  departments  to  coordinate  prevention  and 
treatment  activities. 

Networking .     CDC  will  plan  and  execute  a  system  for  identifying 
organizations,  both  public  and  private,  that  work  to  prevent 
family  and  intimate  violence.     This  will  be  partially 
accomplished  through  the  inventory.    We  will  assess  the 
feasibility  of  producing  a  newsletter  or  other  ways  of  enhancing 
communication  among  members  of  the  coalition.     CDC  will  work  with 
the  PHS  Office  on  Women's  Health  to  coordinate  activities  on  this 
important  public  health  problem  with  other  agencies  of  the  Public 
Health  Service  to  increase  research,  improve  access  to  services, 
and  increase  public  and  health  care  provider  education. 

CDC  has  a  good  working  relationship  and  has  co- sponsored  the 
"Conference  on  Family  Violence:     Health  and  Justice"  with  the 
American  Medical  Association  which  was  held  in  Washington,  D.C. 
on  March  11,  1994.     CDC  was  a  partner  in  co-sponsoring  the 
National  Black  Women's  Health  Conference  held  in  Atlanta, 
June  30- July  3,  1994. 

FUTURE  CHALLENGES 

It  is  essential  that  we  continue  to  forge  ahead  to  find  out  what 
works  in  preventing  family  and  intimate  violence  and  that  we  work 
together  to  stop  this  problem  before  it  occurs.     A  major  focus 
for  CDC  will  continue  to  be  funding  and  evaluating  community- 
based  programs  aimed  at  preventing  family  and  intimate  violence 
among  high  risk  populations. 

In  conclusion,  the  development  and  iitplementation  of  pxiblic 
policies  and  proven  interventions  that  lead  to  the  prevention  of 
family  and  intimate  violence  is  a  formidable  challenge.  The 
problem  of  violence  against  women  did  not  appear  overnight;  nor 
will  it  disappear  suddenly.     A  sustained  and  coordinated  effort 
to  prevent  family  and  intimate  violence  is  necessary  at  all 
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levels  of  society  for  addressing  this  complex  and  deeply  rooted 
problem.     I  believe,  however,  that  the  new  vision  for  prevention 
put  forth  by  the  public  health  community  provides  fuel  for 
optimism.     Thank  you. 
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Questions  and  Answers 
National  Center  for  Injury  Control  and  Prevention 
Centers  for  Disease  Control  and  Prevention  (CDC) 

Domestic  Violence:  A  Public  Health  Issue 
House  Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Question  1:  Why  is  domestic  violence  a  public  health  problon? 

Answer  1:     Domestic  violence  must  be  considered  a  priority  public  health  problem  because 
of  the  extraordinary  toll  it  takes  on  our  society.  Women  are  frequent  targets 
of  both  physical  and  sexual  assault  by  partners  and  acquaintances.  In  1991, 
5,745  women  died  as  a  result  of  homicide.  Six  of  every  ten  of  these  victims 
were  murdered  by  someone  they  knew;  about  3  out  of  these  6  are  murdered  by 
a  spouse  or  intimate  acquaintance.  Although  over  99  percent  of  assaults  on 
women  do  not  result  in  death,  they  stiU  result  in  physical  injury  and  severe 
emotional  distress.  Injuries  suffered  by  victims  of  family  and  intimate 
violence  represent  tens  of  thousands  of  emergency  department  and  physician 
visits.  In  many  instances,  health  care  providers  are  unaware  of  the  extent  of 
the  violence,  are  unsure  how  to  communicate  with  the  victims,  and  do  not 
know  how  to  identify  and  refer  the  victim  for  additional  help. 

There  are  three  ways  that  the  public  health  sector  is  uniquely  suited  to  make 
important  contributions  to  the  prevention  of  deaths  and  injuries  from  domestic 
violence: 

•  Public  health  introduces  a  primary  prevention  focus  to  the  problem 
of  domestic  violence.  Effective  interventions  can  be  designed  to 
prevent  behaviors  and  injury  outcomes  before  they  occur. 

•  Public  health  brings  a  set  of  practical,  proven,  and  goal-oriented 
principles  to  achieve  the  goal  of  preventing  domestic  violence.  The 
approach  of  describing  the  magnitude  of  a  problem,  analyzing  the 
characteristics  of  the  problem,  designing  and  implementing 
interventions,  and  evaluating  the  interventions  has  been  effectively 
applied  to  a  wide  range  of  noninfectious  and  infectious  disease  public 
health  problems. 

•  Public  health  can  mobilize  a  broad  array  of  existing  resources  in 
medicine,  mental  health,  social  services,  education,  and  substance 
abuse  prevention  toward  the  goal  of  preventing  injuries  and  death 
from  domestic  violence.  Domestic  violence  is  a  complex  problem  and 
a  number  of  promising  conununity-based  interventions  must  be  tried 
and  evaluated. 
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Question  2:   What  activities  have  been  developed  or  implmented  by  the  Centers  for 
Disease  Control  (CDC)  to  educate  the  public,  prevent  the  continuation  or 
decrease  the  incidence  of  domestic  violence? 

CDC  was  appropriated  $7.3  million  in  fiscal  year  1994  to  undertake  a 
campaign  to  prevent  violence  against  women.  This  campaign  will  identify 
effective  measures  for  reducing  the  threat  that  women  face  of  being  physically 
abused  or  sexually  assaulted  by  partners,  acquaintances,  and  strangers. 

Activities  developed  for  the  campaign  are  directed  toward  achieving  five  broad 
goals: 

•  Describing  and  tracking  the  problem.  CDC  will  develop  monitoring 
systems  that  will  tell  us  how  often  violence  against  women  occurs, 
which  women  face  the  greatest  risk,  and  whether  the  problem  is 
improving  or  worsening  over  time  at  national  or  local  levels. 

•  Increasing  our  knowledge  of  the  causes  and  consequences.  CDC  will 
support  prevention-oriented  research  that  will  lead  to  greater  knowledge 
of  modifiable  factors  associated  with  violence  against  women  and  the 
development  of  new  prevention  strategies. 

•  Demonstrating  and  evaluating  ways  to  prevent  violence  against  women. 
CDC  wiU  undertake  activities  to  determine  how  effective  specific 
interventions  are  in  preventing  violence  against  women  and  how  to 
combine  specific  interventions  into  effective  programs. 

•  Supporting  a  national  communications  effort.  The  communications 
activity  includes  education  and  training  of  health  care  workers  to 
identify  and  refer  victims  of  family  and  intimate  violence.  It  also 
includes  a  public  awareness  to  bring  to  recognition  that  family  and 
intimate  violence  is  unaccq)table  and  that  people  can  take  steps  to 
prevent  it. 

•  Fostering  a  nationwide  network  of  prevention  and  support  services. 
CDC  wUl  support  private/public  partnerships,  coalitions  composed  of 
national  organizations,  and  support  within  State  and  local  health 
departments. 

CDC  is  working  to  achieve  these  five  goals  over  the  next  five  years,  thereby 
woridng  toward  a  national  program. 
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Question  3:   Do  your  activities  seek  to  address  any  form  of  violence  except  that  which 
may  occur  between  spouses  or  intimates? 

Yes,  CDC's  efforts  in  preventing  family  and  intimate  violence  have  the 
potential  to  decrease  other  forms  of  violence,  such  as  youth  or  stranger 
violence,  by  intervening  in  the  cycle  of  violence.  Research  into  the  cycle  of 
violence  within  the  family  has  shown  that  children  who  are  physically  abused 
or  neglected  are  more  likely  than  others  to  grow  up  to  abuse  their  own 
children.  Abused  children  as  well  as  children  who  witness  parental  violence 
are  also  likely  to  use  physical  violence  against  others  when  they  get  older.  As 
interpersonal  violence  becomes  more  prevalent,  increasingly  larger  numbers  of 
ctiildren  are  likely  to  witness  violence  first-hand  in  public.  This  exposure  may 
also  increase  the  likelihood  of  violent  behavior. 

Because  exposure  to  violence  in  the  family  is  a  pivotal  influence  on  the 
transmission  of  violence  across  generations,  public  health  is  giving  a  high 
priority  to  the  prevention  of  violence  among  family  members  and  intimates. 
Violence  is  a  learned  behavior  and  older  generations  influence  the  knowledge, 
attitudes,  and  behavior  of  younger  generations.  We  should  be  able  to 
intervene  at  various  points  in  the  generation  cycle  to  change  knowledge, 
attitudes,  and  behavior  conducive  to  violence. 

Intervention  early  in  life  may  prevent  many  different  types  of  violence.  The 
same  principles  of  nonviolence  that  may  keq)  individuals  from  resorting  to 
violence  when  they  are  young  may  prevent  domestic  violence  after  they  marry, 
child  abuse  after  the  birth  of  their  children,  and  elder  abuse  when  their  parents 
become  old. 

CDC's  comprehensive  initiative  to  prevent  violence  against  women  is  focused 
on  preventing  violence  against  adolescents  and  adult  women  (ages  12-34)  that 
occurs  in  the  context  of  families  or  intimate  relationships.  Activities  are 
focused  on  traditional  public  health  activities  including  surveillance, 
identification  of  risk  factors,  community  demonstration  projects,  strengthening 
the  States'  ability  to  respond  to  this  problem  (i.e.,  capacity  building), 
supporting  a  national  network  of  public  and  private  organizations  dealing  with 
this  issue,  and  conmiunication  activities  that  include  public  information  and 
training.  CDC's  family  and  intimate  violence  initiative  is  part  of  its  overall 
violence  prevention  program. 

CDC  also  conducts  efforts  specifically  designed  to  prevent  youth  violence. 
For  example,  we  support  sixteen  community-based  demonstration  projects  to 
determine  what  works  in  preventing  violence  to  and  by  youth. 
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Question  4:   In  addition  to  the  physical  manifestation  of  domestic  violence,  do  any  of 
your  activities  seek  to  address  the  psychological  manifestations  of  domestic 
violence? 

Violence  against  women,  because  of  its  intimate  and  personal  nature,  is  a 
difficult  problem  to  study.  Consequently,  much  remains  unknown  about  the 
factors  that  increase  or  decrease  the  likelihood  that  men  will  behave  violently 
towards  women,  the  factors  that  endanger  women  or  protects  them  from 
violence,  and  the  physical  and  emotional  consequences  of  such  violence  for 
women  and  their  children. 

CDC  is  interested  in  understanding  the  full  magnitude  of  both  physical  and 
psychological  abuse.  Our  program,  with  its  focus  in  primary  prevention,  wUl 
address  both  the  physical  and  psychological  consequences  of  domestic 
violence.  In  our  efforts  to  quantify  the  problem,  we  attempt  to  address  all 
health  outcomes;  including  depression,  alcohol  abuse,  and  substance  abuse. 
Battering  often  includes  psychological  damage,  in  addition  to  physical 
trauma.  The  National  Institute  of  Mental  Health  (NIMH),  our  partner  at  the 
U.S.  Public  Health  Service,  studies  post  traumatic  stress  disorder  among 
victims  of  domestic  violence.  This  critical  research  will  help  enhance  our 
knowledge  of  the  serious  health  outcomes  of  women  who  are  intimidated, 
threatened,  or  abused  psychologically  by  a  partner  or  intimate  acquaintance. 


Question  5:   What  interaction  have  you  had  with  the  Surgeon  General  and  the  Public 
Health  Service  in  seeking  to  educate  and  train  health  care  workers  to 
identify  and  refer  victims  of  violence? 

With  our  partners  in  the  U.S.  Public  Health  Service  and  the  Office  of  the 
Surgeon  General,  CDC  works  to  fulfill  the  goals  of  the  national  health 
objectives  for  the  year  2000.  One  of  these  objectives  is  to  extend  protocols 
for  routine  identification,  treatment,  and  referral  of  suicide  attempters,  victims 
of  sexual  assault,  and  victims  of  spouse,  elder,  and  child  abuse  to  at  least 
90  percent  of  hospital  emergency  departments. 

Through  our  family  and  intimate  violence  initiative,  CDC  is  focusing  on 
achieving  this  objective  through  the  surveillance  and  evaluation  of  existing 
protocols,  and  development  of  model  guidelines  for  hospitals  to  adopt  in 
implementing  standard  protocols.  In  helping  us  meet  this  goal,  the  Joint 
Commission  on  the  Accreditation  of  Health  Care  Organizations  instituted  a 
requirement  in  1992  that  all  emergency  departments  and  ambulatory  care 
facilities  have  written  policies  and  procedures  to  guide  the  identification  and 
care  of  victims  of  domestic  violence. 
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Question  6:    Have  you  encountered  any  resistance  or  apathy  from  the  health  care 
community  in  your  effort  to  educate  and  train  health  care  workers  to 
identify  and  refer  victims  of  family  and  intimate  violence? 

There  has  been  some  difficulty  in  moving  domestic  violence  ahead  in  a 
profession  which  has  an  overloaded  agenda.  In  response,  CDC  has  entered 
into  contracts  to  evaluate  two  programs  for  training  health  care  providers  in 
the  identification,  referral,  and  treatment  of  victims  of  family  and  intimate 
violence  to  be  evaluated  this  year  by  CDC.  A  medical  school  training 
program  at  U.C.L.A.  and  a  hospital-based  training  program  in  Minnesota  will 
be  evaluated.  Evaluation  of  education  and  training  for  health  care  providers 
may  also  occur  through  our  extramural  research  grants.  State  and  multi-faceted 
community-based  cooperative  agreements. 

Further,  CDC  has  a  good  woridng  relationship  and  has  co-sponsored  the 
"Conference  on  Family  Violence:  Health  and  Justice"  with  the  American 
Medical  Association  (AMA)  which  was  held  in  Washington,  D.C.,  on 
March  11,  1994. 
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Mr.  Towns.  Let  me  thank  you  for  your  statement,  and  I  agree 
with  you  that  it  is  going  to  require  working  together  to  bring  about 
a  solution  to  the  problem.  You  mentioned  in  your  written  testimony 
that  the  epidemic  proportion  of  domestic  violence  we  are  experienc- 
ing did  not  happen  overnight,  did  not  happen  right  away.  I  agree 
with  that. 

What  kind  of  timeframe  do  you  think  is  reasonable  for  us  to  see 
a  decrease  in  women  seeking  services  because  of  injuries  caused  by 
domestic  violence  or  assault; 

Dr.  Rosenberg.  Well,  I  am  not  sure  we  should  expect  an  in- 
crease in  women  seeking  services.  What  I  would  like  to  see  is  a  de- 
crease in  women  seeking  services. 

Mr.  Towns.  Did  I  say  increase?  I  meant  decrease. 

Dr.  Rosenberg.  Actually,  whichever  you  said  makes  sense, 
though.  I  think  that  there  are  not  adequate  services  out  there  right 
now.  We  need  more  shelters.  Women  need  a  place  that  is  safe. 
They  need  a  place  where  they  can  live,  and  they  can  live  with  their 
children  together,  and  right  now  many,  many  women  across  the 
country  don't  have  that.  So  right  now  we  don  t  have  enough  serv- 
ices. 

We  need  more,  and  we  need  more  information  about  which  serv- 
ices work  and  which  ones  make  a  difference.  How  do  you  reach  the 
doctors  that  Dr.  McAfee  was  talking  about?  How  do  you  get  them 
not  just  to  come  to  a  lecture,  but  how  do  you  get  them  to  change 
what  they  do?  So  we  do  need  to  do  better  and  we  do  need  more 
women  to  be  recognized,  we  need  more  women  to  feel  they  can 
speak  up,  and  they  can  seek  services,  so  I  would  say,  first,  there 
should  be  an  increase  in  the  women  seeking  services.  After  that, 
though,  I  hope  that  our  efforts  at  prevention,  starting  with  kids 
who  are  very  young,  teaching  them  how  to  behave,  teaching  them 
at  intermediate  school  302  in  your  community,  where  there  is  a 
Youth  Violence  Prevention  Program,  teaching  them  that  violence  is 
not  the  way,  not  the  way  inside  the  family  or  outside  the  family, 
will  result  eventually  in  a  decrease  in  women  seeking  services. 

As  you  can  see  it  is  going  to  be  hard  to  make  sense  out  of  those 
numbers,  but  in  part  that  is  why  this  program  was  started,  so  we 
can  get  the  numbers  and  make  sense  out  of  them  for  you. 

Mr.  Towns.  At  this  time  I  yield  to  Congressman  Schiff  for  any 
questions  the  Congressman  might  have. 

Mr.  Schiff.  Just  very  briefly,  Mr.  Chairman.  Dr.  Rosenberg,  the 
subject  matter,  of  course,  is  domestic  violence.  In  your  judgment, 
from  your  position,  is  this  a  problem  that  has  grown  worse  over  the 
last  25  years  or  has  it  grown  more  reported  over  the  last  25  years 
on  a  number  or  percentage  of  occurrences  that  would  remain  rel- 
atively constant  or  both? 

Dr.  Rosenberg.  I  don't  know.  I  don't  know,  and  I  don't  think 
anyone  does,  in  part,  because  we  don't  really  have  good  informa- 
tion. It  is  very  important  to  find  out.  There  were  a  couple  of  na- 
tional polls  that  tried  to  look  at  the  problem  to  see  whether  it  is 
increasing  or  decreasing. 

The  third  in  a  series  of  surveys  actually  found  fewer  people  re- 
porting domestic  violence,  but  it  wasn't  clear  after  that  whether 
there  really  was  a  decrease  in  domestic  violence  or  whether  men 
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were  just  learning  that  they  shouldn't  say  that  they  beat  their 
wives. 

If  there  is  a  real  decrease  it  is  good,  but  we  need  better  data  to 
even  answer  your  question  if  it  is  increasing  or  decreasing.  I  think 
the  attention  that  is  being  brought  to  the  Question  is  increasing, 
and  I  think  more  women  are  starting  to  feel  safe  to  talk  about  it 
and  more  health  care  professionals  are  talking  about  it,  but  we 
don't  know  if  it  is  really  increasing  or  decreasing. 

The  problem  with  not  knowing  whether  it  is  increasing  or  de- 
creasing is  that  we  don't  know  if  what  we  are  doing  works,  and  to 
be  able  to  find  out  if  it  works,  we  have  to  be  able  to  say  whether 
it  is  going  down. 

Mr.  SCHIFF.  Well,  briefly,  do  you  have  an  opinion — ^if  you  formed 
a  conclusion,  what,  in  your  conclusion,  would  be,  say,  the  top  two 
or  three  things  that  do  work? 

Dr.  Rosenberg.  Well,  I  think  we  have  several  things  that  we 
think  work.  One  is  we  know  that  there  is  a  cycle  of  violence,  and 
we  know  that  intervening  very  early  with  women  when  they  are 
pregnant  and  counseling  them  and  visiting  them  at  their  home  can 
prevent  child  abuse. 

Child  abuse  leads  to  an  increase  in  young  people  who  actually 
perpetrate  violence  and  commit  violence  later  on.  Nurse  home  visi- 
tors can  prevent  child  abuse  and  prevent  subsequent  domestic  vio- 
lence. We  are  talking  now  about  primary  prevention,  preventing  it 
in  the  first  place.  You  can  intervene  later  in  the  cycle  by  providing 
shelters  for  battered  women,  a  place  to  go,  a  safe  place,  a  place  to 
begin  to  understand  what  is  happening  to  you  and  make  changes 
in  your  life. 

We  think  that  works,  but  we  need  to  answer  questions  about 
what  kind  of  shelters  work  best,  how  do  you  reach  women  that 
might  otherwise  not  know  about  them?  How  do  you  reach  women 
who  are  also  abusing  drugs  or  alcohol  as  a  consequence  of  being 
battered? 

Right  now,  a  lot  of  shelters  won't  accept  women  with  alcohol  or 
drug  problems.  How  do  you  reach  them?  We  need  to  take  what  we 
think  works  here  and  improve  it.  I  think  there  are  a  number  of 
things  that  work.  We  can  even  start  to  work  with  men  who  are  the 
batterers,  and  I  think  they  need  to  be  the  subject  of  a  lot  of  inten- 
sive investigation,  but  there  are  some  programs  that  seem  to  be 
very  promising. 

Sometimes  instead  of  sending  them  to  jail,  we  are  sending  them 
to  a  program  where  they  have  to  go  every  single  week  to  learn  to 
change  their  attitudes,  to  admit  and  recognize  what  they  are  doing. 
Some  of  these  programs  show  some  very  promising  results.  We  are 
trying  to  expand  tne  rate  at  which  we  learn  to  answer  this  ques- 
tion, what  works  and  how  to  do  it. 

Mr.  ScHlFF.  Thank  you  very  much,  doctor.  I  yield  back,  Mr. 
Chairman. 

Mr.  Towns.  Let  me  just  make  a  comment  or  observation  here.  I 
want  to  make  certain  that  I  understand  what  you  are  saying.  You 
are  stressing  in  terms  of  women  and  treatment  for  women.  I  was 
just  thinking,  I  hope  we  are  not  making  the  mistake  here  that  we 
made  with  teenage  pregnancy,  that  we  dealt  just  with  the  women, 
just  with  the  young  ladies,  but  it  takes  two  to  tango,  and  we  should 
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have  been  deahng  with  the  young  boys  as  well,  so  are  we  making 
a  mistake  here  when  we  keep  emphasizing  women? 

What  are  we  doing  with  the  men?  They  are  part  of  this  problem, 
too,  and  I  didn't  hear  that.  Dr.  Rosenberg. 

Dr.  Rosenberg.  I  couldn't  have  said  it  as  well  as  you,  Mr.  Chair- 
man. They  are  absolutely  important,  they  are  very,  very  important. 
I  think  that  they  play  a  critical  role.  This  last  program  that  I  just 
mentioned,  for  example,  men  stopping  violence,  it  is  a  program  di- 
rected at  men  who  are  batterers.  Tney  have  to  change,  not  the 
women  who  leave.  The  men  have  to  change.  The  boys  have  to  learn 
at  IS  302,  the  programs  are  focused  primarily  on  boys  who  are  the 
perpetrators  of  violence  as  youth. 

You  are  absolutely  right.  The  men  play  a  critical  role,  and  I 
agree,  it  is  not  until  men  take  responsibility  for  their  actions,  and 
it  is  not  until  men  take  responsibility  for  what  other  men  do  that 
we  will  be  able  to  really  change  the  problem. 

Mr.  Towns.  Thank  you  very  much.  Appreciate  your  testimony. 
Look  forward  to  working  with  you  as  well.  Thank  you.  Dr.  Rosen- 
berg. 

Dr.  Rosenberg.  Thank  you. 

Mr.  Towns.  Our  next  witnesses  are  people  who  are  on  the  front 
lines  of  domestic  violence.  For  them,  this  is  not  an  issue,  it  is  re- 
ality. Miss  Nichols,  executive  director  of  the  House  of  Ruth,  a  shel- 
ter for  battered  women;  Jane  Doe,  who  survived  and  escaped  an 
abusive  domestic  situation;  Miss  Tate,  with  the  District  Attorney's 
Office  of  Savannah,  GA,  and  Mrs.  Soler,  executive  director  of  tne 
Family  Violence  Prevention  Fund.  So  why  don't  we  start  with  you. 
Miss  Tate. 

STATEMENT  OF  KIM  M.  TATE,  OFFICE  OF  THE  DISTRICT 
ATTORNEY,  SAVANNAH,  GA 

Ms.  Tate.  Good  morning.  My  name  is  Kim  Tate.  I  am  an  assist- 
ant district  attorney  from  Savannah,  GA,  and  I  have  been  special- 
izing in  the  prosecution  of  domestic  violence  cases  for  about  2  years 
now.  I  appreciate  the  opportunity  that  you  have  given  me  to  speak 
with  you  today.  The  letter  that  I  received  had  two  questions  on  it, 
and  tne  subcommittee's  first  question  asked  that  while  most  people 
consider  domestic  violence  a  criminal  justice  issue,  can  noncriminal 
preventive  actions  be  used  to  address  domestic  violence. 

First,  we  should  acknowledge  that  it  was  not  many  years  ago 
that  the  general  public  did  not  see  family  violence  as  a  criminal 
justice  issue  nor  did  most  police,  prosecutors  or  judges  within  the 
system.  Family  violence  was,  until  recent  years,  viewed  as  a  pri- 
vate issue  between  intimates.  But  as  the  committee  has  noted,  the 
public,  as  well  as  the  criminal  justice  system,  have  accepted  the 
criminal  aspect  of  family  violence.  In  some  communities  like  Savan- 
nah, this  happened  years  ago,  while  in  others  it  began  last  June 
with  the  arrest  of  a  celebrity. 

However,  it  has  been  determined  by  Savannah's  domestic  vio- 
lence committee,  as  it  has  been  recognized  across  the  country,  that 
the  criminal  justice  system  cannot  solve  the  problem  of  family  vio- 
lence alone.  The  system  was  not  designed  for  the  arrest,  prosecu- 
tion, and  sentencing  of  defendants  whose  victims  do  not  want  them 
arrested,  prosecutea  or  sent  to  jail. 
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To  ask  that  the  criminal  justice  system  alone  solve  the  problem 
of  domestic  violence  is  to  ask  that  a  system  designed  to  be  pvmitive 
should  accomplish  remediation,  that  a  system  designed  for  reaction 
should  effect  proactive  purposes,  that  a  system  designed  to  focus  on 
the  accused  should  be  made  to  serve  the  victim,  and  that  a  pros- 
ecution with  the  highest  burden  of  proof  in  the  world  shall  be  capa- 
ble of  infinite  flexibility,  and  that  all  this  should  be  accomplished 
in  the  context  of  misdemeanor  statutes  in  which  jurisdiction  is 
typically  limited  to  12  months. 

Nonetheless,  at  the  demand  of  victim  advocates,  the  criminal  jus- 
tice system  has  adapted  to  handle  these  cases  through  laws  which 
allow  warrantless  misdemeanor  arrests  and  mandatory  arrests 
through  policies  to  prosecute  without  the  participation  of  the  victim 
and  prosecutors  who  specialize  in  domestic  violence  cases,  and 
through  special  court  dockets  for  family  violence  cases  and  judges 
who  handle  these  same  dockets  each  week. 

In  order  to  accomplish  our  goal  of  treating  domestic  violence 
cases  as  any  other  assault  and  battery  case  as  prosecutors,  except 
for  the  additional  factor  of  the  ongoing  safety  issue  with  the  victim, 
we  must  discover  new  avenues  which  invite  more  victims  to  follow 
through  with  the  cases  once  an  arrest  is  made. 

I  have  spoken  with  prosecutors  across  the  State  of  Georgia  about 
the  necessity  of  having  a  specialized  prosecutor  on  domestic  vio- 
lence in  every  office,  and  about  the  special  training  that  that  pros- 
ecutor must  go  through  and  the  additional  duties  that  that  person 
must  take  on. 

I  have  also  talked  to  them  about  how  to  prosecute  cases  without 
using  the  victim  as  a  witness  or  in  a  case  where  a  victim  will  be 
your  hostile  witness,  but  as  prosecutors  develop  techniques  for  han- 
dling these  cases,  other  community  organizations  must  follow. 
Thus,  the  answer  is,  yes,  noncriminal  preventive  actions  can  and 
should  be  used  to  address  the  overwhelming  problem  of  domestic 
violence  in  our  communities. 

In  Savannah,  we  are  encouraged  by  the  CDC's  initiative,  and,  in 
fact,  we  have  applied  to  receive  grant  funds  to  extend  and  improve 
current  services  offered  to  the  public.  Once  Savannah's  domestic  vi- 
olence committee  established  protocols  for  all  agencies  involved 
with  the  criminal  justice  system,  it  then  launched  a  program  of 
commimity  awareness  and  training. 

Earlier  this  year  our  training  committee  identified  the  medical 
profession  as  the  largest  gap  in  our  community-based  preventive 
system,  and  this  leads  to  the  subcommittee's  second  question, 
which  was  to  provide  information  about  Savannah's  approach  to  in- 
volve the  medical  profession  in  our  fight  to  end  domestic  violence 
in  our  commimity. 

In  August,  our  domestic  violence  committee  conducted  round 
table  discussions  with  doctors,  nurses,  social  workers,  and  adminis- 
trators at  a  local  hospital.  They  identified  training  as  being  a  very 
important  issue  for  them  in  the  domestic  violence  field.  This  coin- 
cides with  articles  written  by  health  care  professionals  that  cite  the 
lack  of  training  as  being  the  largest  barrier  to  their  involvement 
with  this  issue.  Shall  I  go  on? 

[The  prepared  statement  of  Ms.  Tate  follows:] 
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David  T.  Lock 
Chief  Assistant 


Chatham  County  Courthouse 
133  Montgomery  Street 
Suite  600 

Post  Office  Box  2309 
Savannah,  GA  31402 


Superior  Court  Division 
(912)  652-7308 


Slate  Court  Division 
(912)  652-7322 


SPENCER  LAWTON,  JR. 


Committal  Court  Division 
(912)  652-7308 


DISTRICT  ATTORNEY 


Juvenile  Court  Division 
(912)  652-6700 


Telephone 
(912)  652-7308 
FAX  (912)  652-7328 


EASTERN  JUDICIAL  CIRCUIT  OF  GEORGIA 


Child  Support  Recovery 
(912)  652-7400 


Victim -Witness  Assistance 
(912)  652-7329 
(800)  477-5959 


Testimony    of   Kim    M.    Tate,    Office    of    the    District  Attorney, 

Savannah,  Georgia 
Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 
October  5,  1994 

The  Subcommittee's  first  question  asks  that  while  most  people 
consider  domestic  violence  a  criminal  justice  issue,  can  non- 
criminal preventative  actions  be  used  to  address  domestic  violence? 

First,  we  should  acknowledge  that  it  was  not  many  years  ago 
that  the  general  public  did  not  see  family  violence  as  a  criminal 
justice  issue,  nor  did  most  police,  prosecutors,  and  judges  within 
the  system.  Family  violence  was,  until  recent  years,  viewed  as  a 
private  issue  between  intimates. 

As  the  committee  has  noted,  the  public,  as  well  as  the 
criminal  justice  system,  have  accepted  the  criminal  aspect  of 
family  violence.  In  some  communities  like  Savannah,  this  happened 
years  ago,  while  in  others,  the  change  began  as  recently  as  June 
with  the  arrest  of  a  celebrity. 

However,  it  has  been  determined  by  Savannah's  Domestic 
Violence  Committee,  as  it  is  being  recognized  across  the  country, 
that  the  criminal  justice  system  cannot  solve  the  problem  of  family 
violence  alone.  The  system  was  not  designed  for  the  arrest, 
prosecution,  and  sentencing  of  defendants  whose  victims  do  not  want 
them  arrested,  prosecuted,  or  sent  to  jail. 

To  ask  that  the  criminal  justice  system  alone  solve  the 
problem  of  domestic  violence  is  to  ask  that  a  system  designed  to  be 
punitive  should  accomplish  remediation;  that  a  system  designed  for 
reaction  should  effect  proactive  purposes;  that  a  system  which 
focuses  on  the  accused  should  be  made  to  serve  the  victim;  that  a 
system  which  presumes  cooperative  witnesses  should  function 
effectively  in  spite  of  hostile  witnesses;  that  a  prosecution  which 
carries  the  heaviest  burden  of  proof  in  the  world  should  be  capable 
of  nearly  infinite  flexibility;  and  that  all  this  should  be 
accomplished  in  the  context  of  misdemeanor  statutes,  in  which 
jurisdiction  is  typically  limited  to  twelve  months. 

Nonetheless,  at  the  demand  of  victim  advocates,  the  criminal 
justice  system  has  adapted  to  handle  these  cases  through  laws  which 
allow  warrantless  misdemeanor  arrests  and  mandatory  arrests, 
through  policies  to  prosecute  without  the  victim's  participation 
and   prosecutors   who    specialize    in    family   violence   cases,  and 
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through  special  court  dockets  for  family  violence  cases  and  judges 
who  handle  the  seme  domestic  violence  calendars  each  week. 

In  order  to  accomplish  our  goal  of  treating  domestic  violence 
cases  as  any  other  assault  cuid  battery  prosecution  (with  additional 
concern  for  the  on-going  safety  of  the  victims) ,  we  must  discover 
new  avenues  which  Invite  more  victims  to  follow  through  with  the 
cases  once  em  arr&st  is  made.  I  have  spoken  with  prosecutors 
across  the  State  of  Georgia  about  the  necessity  of  a  specialized 
prosecutor  in  each  office  to  handle  domestic  violence  cases,  the 
additional  duties  and  training  that  that  attorney  must  undertcOce, 
and  the  methods  for  prosecuting  cases  without  the  victim  or  with  a 
recanting  victim. 

As  prosecutors  develop  techniques  for  handling  these  cases, 
other  community  organizations  must  follow.  Thus,  the  answer  is 
Yes;  non-criminal  preventative  actions  can  and  should  be  used  to 
address  the  overwhelming  problem  of  domestic  violence  in  our 
communities.  In  Savanneih,  we  are  encouraged  by  the  Centers  for 
Disease  Control's  initiative  and,  in  fact,  have  applied  to  receive 
grant  funds  to  extend  and  improve  current  services  offered  to  the 
public. 

Once  Savannah's  Domestic  Violence  Committee  established 
protocols  for  all  agencies  involved  with  the  criminal  justice 
system,  it  launched  a  program  of  community  awareness  and  training. 
Earlier  this  year,  our  training  committee  identified  the  medical 
profession  as  the  largest  gap  in  ovir  community-based  preventative 
system. 

This  leads  us  to  the  Subcommittee's  second  question,  which  was 
to  provide  information  about  Savannah's  approach  to  involve  the 
medical  profession  in  oxir  fight  to  end  domestic  violence  in  our 
community . 

In  August,  our  Domestic  Violence  Committee  conducted 
roundtable  discussions  with  doctors,  nurses,  social  workers,  and 
administrators  at  a  local  hospital.  Our  purpose  was  to  make  the 
health  care  workers  aware  of  our  function  as  a  Committee  and  to 
determine  what  the  Committee  could  do,  if  anything,  to  involve 
these  professionals  in  our  awareness  and  training  agenda.  The 
response  was  overwhelming;  the  medical  representatives  cited 
domestic  violence  training  as  a  priority. 

Consequently,  the  Committee  will  be  hosting  a  training  seminar 
for  the  medical  community  of  southeast  Georgia  next  week  regarding 
awareness,  protocol,  and  referrals.  Articles  written  by  health 
care  professionals  cite  lack  of  training  as  the  primary  barrier  to 
the  group's  involvement  with  domestic  violence.  The  authors  have 
recognized  that  the  medical  community  and  the  criminal  justice 
system  are  the  most  effective  places  for  intervention. 

For  victims  who  either  plan  to  stay  with  their  abusive 
partners  and  hope  to  end  the  violence  or  who  must  take  flight  to 
escape  the  violence,  the  criminal  justice  system  may  not  always  be 
the  best  alternative.  However,  it  presently  appears  to  be  one  of 
the  only  alternatives. 

Yet  the  American  Medical  Association  reports  that  80%  of 
patients  would  tell  their  doctors  about  abuse  before  they  would 


2 


91 


tell  police  or  clergy.  A  recent  study,  funded  by  a  Centers  for 
Disease  Control  grant,  found  that  twice  as  many  women  will  report 
abuse  when  asked  personally  by  their  doctors,  as  opposed  to  being 
asked  in  a  standard  intake  form.  To  allow  medical  professionals  to 
have  no  obligation  in  this  crisis  is  to  allow  an  epidemic  of 
injxiries  to  go  untreated. 

This  country  typically  takes  on  with  a  vengeance  what  it 
believes  affects  us  all.  The  Centers  for  Disease  Control  grant 
funds  are  badly  needed  to  address  domestic  violence  and  to  make  the 
public  aware  of  what  the  violence  is  doing  to  all  of  us.  If  we,  as 
a  nation,  have  the  inclination  to  take  on  the  cause  of  our 
neighbors'  cigarette  smoke  because  it  is  killing  us,  certainly  we 
cannot  ignore  our  neighbors'  abuse  of  their  spouses,  how  it  affects 
their  children,  and  how  those  children  will  continue  to  contribute 
to  society  the  violence  found  in  public  schools  and  on  public 
streets . 

In  Savannah,  we  intend  to  stop  the  violence — first  in  our 
homes,  before  it  carries  into  the  streets  and  affects  us  all.  This 
can  only  be  accomplished  with  a  comprehensive  community-wide 
approach  which  includes  the  medical  profession.  The  Centers  for 
Disease  Control's  domestic  violence  initiative  will  help 
communities  achieve  that  goal. 
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The  authors  have  recognized  that  the  medical  community  and 
the  criminal  justice  system  are  the  most  effective  places  for 
intervention.  Consequently,  the  Committee  will  be  hosting  a 
training  seminar  for  the  medical  community  of  southeast  Georgia 
next  week  regarding  awareness,  protocol,   and  referrals. 

For  victims  who  either  plan  to  stay  with  their  abusive 
partners  and  hope  to  end  the  violence  or  who  must  take  flight  to 
escape  the  violence,  the  criminal  justice  system  may  not  always  be 
the  best  alternative.  However,  it  presently  appears  to  be  one  of 
the  only  alternatives. 

Yet  the  American  Medical  Association  reports  that  80%  of 
patients  would  tell  their  doctors  about  abuse  before  they  would 
tell  police  or  clergy.  A  recent  study,  funded  by  a  Centers  for 
Disease  Control  grant,  found  that  twice  as  many  women  will  report 
abuse  when  asked  personally  by  their  doctors,  as  opposed  to  being 
asked  in  a  standard  intake  form.  To  allow  medical  professionals  to 
have  no  obligation  in  this  crisis  is  to  allow  an  epidemic  of 
injuries  to  go  untreated. 

This  country  typically  takes  on  with  a  vengeance  what  it 
believes  affects  us  all.  The  Centers  for  Disease  Control  grant 
funds  are  badly  needed  to  address  domestic  violence  and  to  make  the 
pviblic  aware  of  what  the  violence  is  doing  to  all  of  us.  If  we,  as 
a  nation,  have  the  inclination  to  take  on  the  cause  of  our 
neighbors'  cigarette  smoke  because  it  is  killing  us,  certainly  we 
cannot  ignore  our  neighbors'  abuse  of  their  spouses,  how  it  affects 
their  children,  and  how  those  children  will  continue  to  contribute 
to  society  the  violence  found  in  public  schools  and  on  public 
streets . 

In  Savannah,  we  intend  to  stop  the  violence- -first  in  our 
homes,  before  it  carries  into  the  streets  and  affects  us  all.  This 
can  only  be  accomplished  with  a  comprehensive  community- wide 
approach  which  includes  the  medical  profession.  The  Centers  for 
Disease  Control's  domestic  violence  initiative  will  help 
commiinities  achieve  that  goal. 
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Medical 
Aspects  of 
Demesne 
Violence 


Thursday,  October  13, 1994 


COURSE  OBJECTIVES 

Enhance  awareness  of  family  violence  as 
a  medical  and  public  health  problem  in 
the  United  States. 

'  Provide  infomiaiion  on  the  incidence  o{ 
domestic  violence  and  iLs  coasequences, 
including  tl'ie  burden  on  tlie  healiliaire 
system  from  potentially  pre\  enLible 
injuries. 

•  Provide  infomiation  on  diagnostic 
markers  of  domestic  violence,  tre-auiient 
guidelines,  and  protocols. 

•  Present  an  overv  iew  of  some  of  tlie  key 
legal  asp)ects  of  domestic  \  i()lence  thai 
physiciaas  and  oilier  healtlicare  profes- 
sionals should  be  aware  of. 

•  Prov  ide  infomiation  on  referral  sy.stcnis 
for  care  of  indi\  iduals  invok  ed  in 
domestic  violence. 


Memorial  Medical  Center 
AuDrroRiUM 


Savannah,  Georgia 


CONTINUING  MEDICAL 
EDUCATION  CREDIT 

Memorial  Mediail  Center  Is  actTetlited 
by  the  Medical  Asscx  iation  of  Georgia  \<> 
spoasor  continuing  medical  ediicaiu  )n  I'  >: 
physicians.  Memorial  Medica!  Centei 
designates  this  course  as  approx  e^.!  1<  ir  '> 
hours  in  Caiegon-  1  of  ilie  Physiciaas 
Recognition  Award  of  tiie  .\merican  Mecin 
Association. 

CEU  crediLs  for  scxial  workers  are 
available  tlirough  tlie  Clinical  S<Kial  Work 
Association.  Tliere  is  a  S5  fee  for  non- 
members. 


85-915  0-95-4 
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MEDICAL  ASPECTS  OF  DOMESHC  VIOLENCE 

OCTOBER  13, 1994 

PROGRAM  SCHEDUl£  GUEST  FACULTY 


11:45    Registration  &:  Lunch 

12:15     Incidence  and  Consequences  of 
Family  Violence  within  the  United 
Stales 

A>ine  Raise 

1:00      Medical  Aspects  of  Domestic  \'iolence 
Richard  F.  Jones  m,  MD 

2:00  Break 

2:15      Medical  and  Legal  Issues  Involving 
Domestic  Violence 
Sarah  Buel.JD 

3  00      Domestic  Molence  Refemil  Systems  in 
the  Savannah  Area 
Panel 

3:45      Summar>"  and  Discussion 
4:00  Adjourn 


SPOHSORS 

TfjLspny^  urn  is>po)isored  b}-: 

Domestic  X'iolence 

G^NLMITTEE  OF  SaN.VN'X.^H 

Ci-  ATHVM  C0l"NT»"  .\ND  THE  CrLME  CONTROL 
COLL\i«3R.ATI\"E  OF  Ch.\TK\M  COLXH' 
iu  conjimctiuii  uith 
Memorlu  Medicu  Center 

Additional  support  for  tJje  program  has  been 

provided  by: 

c.\nt)ler  hospitu 
St.  Joseph's  Hospftu 


RICHARD  R  JONES  Iff,  MD 

Member  of  the  steering  committee  for  the 
AxMA  Domestic  Violence  Campaign,  immediate 
past  president,  American  College  of  Obste- , 
tricians  and  G\TiecologLsts.  Dr.  Jones  regularly 
lectures  and  publishes  on  the  topic  of  domes- 
tic \'iolence,  including  appearances  on  nation- 
ally telev  ised  programs.  Dr  Jones  is  in  private 
practice  of  obstetrics  and  gN'necology  in  Hart- 
ford, CT.  and  is  the  chairman  of  the  medical 
staff  council  at  Hartford  Hospital. 

SAR/)HMBUEL,JD 

Direaor  Domestic  Violence  Unit,  Suffolk 
County-  DisiricT  .Attorney  s  office,  Bo.ston,  WA. 
Member  of  National  Ass<x:iation  of  Couasel  for 
Children,  Massachusetts  .\aidemy  of  Trial 
Attorneys.  American  and  .Mxssachusetts  Bar 
Associations,  and  Women's  Bar  As,sociation  ot 
Massachusetts 

AHHEROISE 

L\ecutj\  e  direaor.  Crime  Cc^ntrol  Collalx)rati\  e 

PANEL  MEMBERS 

Ralph  BasMor  Savannah  Police  Departmem 

Honorable  LeRoy  Burke,  fudge.  Reconki  s 

Court  of  Savannah 

Steve  Fishock,  Pare^it  &  Child 

Go//  Reese,  S.AFE  Shelter 

Chuck  /tzkovrtz,  Hunter  Anny  Air  Field 

Social  \X'o)-k  Senice 

Helen  Smhh,  Victim  Witness  Assistance 
Program 

fOm  Tote,  District  Attomey  's  office 
Ned  Young,  Professional  Correction 
Senices.  Inc. 
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Regfstratfon  Fees 

The  $25  includes  lunch.  Registration  fee  is 
waived  for  employees  of  program  sponsors. 

Location 

This  half-day  program  will  be  held  in  the 
Memorial  Medical  Center  Auditorium  facross 
from  the  Surgery  Center  entrance)  located  at 
4700  Waters  A\enue,  Sax  annah,  GA. 

Savannah  is  accessible  by  automobile  via  I- 
95  from  the  north  or  south  and  via  1-16  from 
the  west.  It  is  approximately  four  hours 
southeast  of  Atlanta,  GA. 

Hotel  Reseivotfons 

HO.\lE>X  OOD  SlTTES 

5820  WHrrE  Blltf  Road 
S.\\:a.nn.\h,  GA  31-t05 

Homewood  Suites  offers    o-room  suites, 
complimentan-  breakfast,  evening  .social  hour 
in  the  Lodge,  swimming  pool,  plus  other 
business  amenities  for  a  special  Memorial 
Medical  Center  Medical  Aspects  of  Domestic 
Violence  Program  rate  of  $56  per  niglit.  Tliis 
special  rate  is  good  until  Ocl. at  which  time 
reservations  will  be  Liken  on  a  space-available 
basis. 

Resen  aiioas  should  Ix'  made  directl\'  witli 
the  hotel  at  912-353-8500  or  1-800-225-5^66. 


For  More  fnfbrmotfon 

For  more  infomiation,  call  Janice  Neely. 
Education  and  Research,  at  912-350-8302. 
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Mr.  Towns.  The  light  has  come  on.  I  am  sure  you  have  an 
opportunity  

Mr.  ScHTFT.  If  you  have  given  us  your  statement,  it  v,-ill  all  be 
in  the  re-cord  of  this  hearing. 
Ms.  Tate.  OK 

Mr.  Towns.  I  am  certain  there  v,ill  be  questions  that  you  may 
be  able  to  cover. 
Ms.  Soler. 

STATEMENT  OF  NANTTTE  FALKENBERG,  ON  BEHLAU  OF  EX- 
ECUnVT  DIRECTOR,  FAMILY  MOLENCE  PRE\'ENTION  FUNT), 
HEALTH  RESOURCE  CENTER  ON  DOMESTIC  MOLENCE 

Ms.  Faixkneerg.  Thank  you.  Chairman  Ton'.tis  and  members  of 
the  Human  Plesources  and  Intergovernmental  Relations  Sub- 
committee for  inN-iting  me  to  testify  today.  My  name  is  Nanette 
Falkenberg  and  I  am  testifying  on  behalf  of  Esta  Soler,  director  of 
the  Family  Violence  Prevention  Fund,  a  national  organization  that 
for  the  past  decade  has  been  :n  :he  forefront  of  developing  innova- 
tive responses  to  the  epidemic  of  domestic  \iolence. 

The  fund  is  committed  to  the  creation  and  development  of  pro- 
grams and  policies  which  prevent  domestic  \-iolence.  Unfortunately, 
Esta  was  unable  to  be  here  today,  I  am  a  consultant  v,-ith  the  pub- 
lic polic>'  firm  of  Bass  and  Howes  and  work  v,ith  the  fund  on  the 
development  of  public  health  s:'a:eg-!es  cn  the  issue  of  domestic  \i- 
olence. 

The  Family  Violence  Prevention  Fund  spent  its  earlv  vears  train- 
ing lav,-yers  and  working  to  improve  the  response  of^  the  criminal 
justice  syst-em  to  domes:::  \iolence.  Through  this  work  we  have 
come  to  recognize  that,  wh:le  legal  inter\'entions  play  an  important 
role  in  protecting  \'ictims  of  abuse,  it  has  become  increasingly  clear 
that  if  we  are  going  to  end  \n:".er.:e  against  women  in  our  lifetime 
or  for  future  g-eneraticns,  or' sis  :r.:eT"/en::cn  acti\ities  must  be  aug- 
mented with  significan:  energy.-  and  res:ur:es  directed  at  prevent- 
ing domestic  \'iolence. 

We  have  come  to  ack new"! edge  :ha:  dcmestic  \iolence  is  a  public 
health  problem,  and  y<e  ncv  dev;:e  n*-u:h  cf  our  energ\-  to  address- 
ing :h:s  issue  within  the  hea".:h  rare  arena.  In  the  first  part  of  my 
testimony,  I  vrill  provide  a  general  overview  of  the  public  health 
strategy'  for  preventing  domies:::  '.~:'.ence  and  ^vill  talk  specifically 
abcu:  the  role  that  the  CDC  is  ::".a;.nng  :n  :ha:  effort. 

As  ycu  have  heard,  in  a  nu:".::  heai:h  ::n:cx"t,  successful  preven- 
tion rests  on  advancing  :ine  :::n:  ::'  :den::n:aricn  in  response  to  a 
heai:h  care  problem  back  tc  ::s  ear".:es:  p:ss:bie  stage.  Within  the 
context  of  domestic  \n:ien:e,  :in:s  n*.eans  using  the  skills  and  re- 
sources of  the  health  care  systen:  t;  :dent:r.'  and  respond  to  domes- 
tic \'iolence  before  it  reaches  tine  print  ::'  crisis,  be::re  it  requires 
tt'eatn'.en:  in  an  emergenr/  rccm  setting  ::•  the  mtcrv'ention  of  the 
cr.mtnai  justice  s^'stem. 

The  health  impact  of  dzrr.isy.z  \iolence  has  been  well-docu- 
mented here  this  morning,  and  I  vsnii  n;t  repeat  those  stories.  How- 
ever, I  do  want  to  say  that  in  a  study  c:  em.ergenc>'  rooms  in  Cali- 
fornia, the  fund  found  real  gaps  in  em.ergenc>'  health  care  pro\iders 
practices  for  identifying  and  treating  those  \'ictims  of  domestic  \'io- 
lence.  Most  pro\iders  are  net  prepared  to  identif>',  treat  or  refer 
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victims  of  domestic  violence  beyond  the  treatment  of  their  sympto- 
matic injuries. 

Our  growing  understanding  of  the  health  consequences  of  domes- 
tic violence  for  women,  their  families,  and  the  health  care  system 
has  led  the  fund  to  launch  a  national  health  initiative  on  domestic 
violence.  This  initiative  is  developing  and  evaluating  programs  to 
assist  health  care  providers  in  addressing  domestic  violence. 

In  addition,  the  fund  is  designated  by  the  Department  of  Health 
and  Human  Services  as  a  special  issue  resource  center  for  health. 
Within  this  capacity  we  are  providing  national  leadership  in  the 
area  of  improving  the  health  care  response  to  domestic  violence. 

As  you  have  heard  this  morning,  in  addition  to  its  work  with 
community  service  providers,  the  Family  Violence  Prevention  Fund 
is  working  with  the  Ad  Council  to  launch  a  ground-breaking  na- 
tional prevention  campaign  with  the  theme  "There's  No  Excuse  For 
Domestic  Violence,"  and  we  have  enclosed  a  copy  of  one  of  our  ads 
with  our  testimony. 

The  campaign  is  designed  to  achieve  long-term  cultural  change 
by  making  battering  unacceptable  in  our  society.  It  is  designed  to 
raise  public  awareness  of  the  problem  and  direct  concerned  citizens 
to  community  programs  that  are  working  to  prevent  family  vio- 
lence. Its  goal  is  to  make  Americans  intolerant  of  domestic  violence, 
just  as  they  have  become  intolerant  of  drunk  driving.  The  fund  is 
also  an  active  participant  in  the  public  policy  arena  around  domes- 
tic violence. 

Last  year,  we  identified  the  elements  of  a  health  care  strategy 
to  prevent  and  treat  domestic  violence  within  a  reformed  healtn 
care  system.  The  problems  of  domestic  violence  infuse  every  level 
of  our  health  care  delivery  system  and  require  a  comprehensive  ap- 
proach. Although  Federal  legislation  on  health  care  reform  will  not 
move  forward  this  year,  the  elements  involved  are  still  critical 
pieces  of  a  health  care  response  to  domestic  violence. 

These  elements  would  incorporate  screening  for  victims  of  domes- 
tic violence  as  a  part  of  routine  preventive  and  primary  care,  the 
training  of  health  care  providers  on  domestic  violence,  the  develop- 
ment and  implementation  of  training  curricula  on  domestic  vio- 
lence in  health  professional  schools,  and  the  establishment  of  part- 
nerships between  State  and  local  public  health  officials  and  domes- 
tic violence  service  providers  which  can  serve  as  the  basis  for  a 
broad  range  of  prevention  activities  in  communities  across  the 
coimtry. 

I  have  elaborated  on  these  points  in  my  prepared  testimony  and 
will  be  happy  to  answer  any  questions.  I  just  want  to  say  a  few 
words  about  the  CDC  initiative.  The  Family  Violence  Prevention 
Fund  has  worked  with  Members  of  Congress  and  officials  of  the 
CDC  to  create  the  Violence  Against  Women  Program  at  the  na- 
tional Center  for  Injury  Control  and  Prevention. 

It  is  encouraging  to  us  that  NCICP  has  expanded  its  view  of  in- 
jury prevention  to  encompass  this  innovative  program  and  is  grap- 
pling with  the  new  challenges  it  presents.  While  strategies  to  pre- 
vent domestic  violence  injuries  are  necessarily  more  complicated 
than  those  to,  for  example,  prevent  bicycle  accidents  

Mr.  Towns.  I  hate  to  interrupt  you. 
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Ms.  Falkenberg.  I  am  sorry,  I  missed  the  red  light.  I  will  sum- 
marize in  one  sentence  by  saying  while  we  applaud  the  CDC's  ef- 
forts and  are  looking  forward  to  working  with  them,  we  hope  that 
the  next  stage  of  efforts  will  focus  heavily  on  programs  which  di- 
rectly teach  us  how  to  prevent  domestic  violence  at  an  early  phase 
at  the  community-based  level  and  not  focus  exclusively  on  studying 
the  problem  at  the  crisis  phase.  I  thank  you. 

[The  prepared  statement  of  Ms.  Falkenberg  follows:] 
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Thank  you  Chairman  Towns  and  members  of  the  Human  Resources  and 
Intergovernmental  Rdations  Subcommittee  for  inviting  me  to  testify  today.  My  name  is  Esta 
Soler,  and  I  am  the  Director  of  the  Family  Violence  Prevention  Fund,  a  national  organization  that 
for  the  past  decade  has  beoi  in  the  forefront  of  developing  innovative  responses  to  the  epidemic 
of  domestic  violence.  The  Fund  is  committed  to  the  creation  and  development  of  programs  and 
policies  wiiich  prevent  domestic  violence. 

The  Family  Violence  Prevention  F;md  spent  its  early  years  training  lawyers  and  working  to 
improve  the  response  of  the  criminal  justice  system  to  domestic  violence.  Through  this  woik,  we 
have  come  to  recognize  that,  while  legal  interventions  play  an  important  role  in  protecting  victims 
of  abuse,  significant  progress  toward  reducing  the  incidence  of  domestic  violence  rests  on  our 
learning  how  to  prevent  violence  against  women.  It  has  become  increasingly  clear  that  if  we  are 
going  to  end  violence  against  women  in  our  lifetime  or  for  future  generations,  crias  intervention 
activities  must  be  augmsited  with  significant  energy  and  resources  directed  at  preventing 
domestic  violence.  We  have  come  to  acknowledge  that  domestic  violence  is  a  public  health 
problem,  and  we  now  devote  much  of  our  energy  to  addressing  this  issue  in  the  health  care  arena. 

In  the  first  part  of  this  testimony,  I  will  provide  a  general  overview  of  the  public  health 
strategy  for  preventing  domestic  violence,  and  then  I  will  talk  specifically  about  the  role  that  the 
Centers  for  Disease  Control  and  Prevention  (CDC)  is  playing  in  that  effort. 

Dom^c  Violence  as  a  Public  Health  Problem 

From  a  public  health  po^pective,  prevention  is  built  on  the  concept  of  moving  the  point  of 
identification  and  re^x>nse  to  a  health  care  problem  back  to  the  eaiiiest  possible  stage.  In  the 
context  of  domestic  violence,  this  would  mean  using  the  skills  and  resources  of  the  health  care 
system  to  identify  and  re^wnd  to  domestic  violence  before  it  reaches  the  point  of  requiring 
treatment  in  an  emergency  room  setting. 

Violence  against  women  takes  a  tremendous  toll  on  our  public  health  system.  Battering  is 
a  leading  cause  of  n^uiy  to  women,  and  each  year  more  than  a  million  women  seek  medical 
attention  because  of  it  Women  who  have  been  battered  or  sexually  assaulted  utilize  the  health 
care  systan  at  much  higher  rates  than  non-abused  womai,  for  a  variety  of  health  problems, 
including  repeated  ii^uries,  stress-related  disorders,  depression,  and  other  physical  and  mental 
illnesses.  Pregnant  women  are  at  special  risk  of  battering,  which  increases  the  risk  of  premature, 
low  birthwdght,  or  sdllbom  babies.  However,  in  a  study  of  emergency  rooms  in  California,  the 
Fimd  found  real  gaps  in  emergency  health  care  providers'  practices  for  identifydng  and  treating 
victims  of  domestic  violence.  The  results  of  this  survey  revealed  that  most  providers  are  not 
prepared  to  idaitify,  treat,  or  refer  victims  of  domestic  violence,  beyond  treatment  of  their 
symptomatic  injuries.  It  is  clear  that  health  care  providers  are  ill-equipped  to  recognize  and  treat 
these  health  care  fvoUems. 
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Our  growing  understanding  of  the  consequences  of  domestic  violence  for  women,  their 
&milies  and  the  health  care  system  led  the  Fund  to  launch  a  National  Health  Initiative  on 
Domestic  Violence.  Under  the  guidance  of  a  National  Advisory  Committee  made  up  of  e9q>eits 
from  nugor  health  and  domestic  violence  organizations,  this  Initiative  is  devdoping  and  evaluating 
programs  to  assist  health  care  providers  in  addressing  domestic  violence.  In  addition,  the  Fund 
has  been  designated  by  the  Department  of  Health  &  Human  Smvices  as  a  Spedal  Into'est 
Research  Goiter  for  Health.  In  this  capacity,  we  are  providing  national  leadership  in  the  area  of 
in^roving  health  care  response  to  domestic  violence.  As  part  of  this  ^ort,  the  Fimd  is 
collaborating  with  the  San  Francisco-based  Traunu  Foundation  to  devdop  a  conqprehenave 
resource  library  that  provides  domestic  violence  and  health  care  professionals  with  information 
packets,  reports,  journal  articles,  treatment  protocols  and  training  curricula  on  strengthening  the 
health  care  re^nse  to  domestic  violence. 

In  addition  to  its  work  with  community  service  provide^  the  Famify  Violence  Prevention 
Fund  with  the  Ad  Council  has  launched  a  groundbreaking  national  preventicm  canq>aign  with  the 
theme  THERE'S  NO  EXCUSE  FOR  DOMESTIC  VIOLENCE  (a  copy  of  one  of  the  ads  is 
attached).  This  campaign  is  designed  to  achieve  long-term  cultural  change  by  making  battering 
unacceptable  in  our  society.  It  will  raise  public  awaroiess  of  the  problem  and  direct  concerned 
dtizms  to  conmunity  programs  \^ch  are  working  to  prevrat  &mily  violence.  Its  goal  is  to 
make  Americans  intolerant  of  domestic  violoice,  just  as  they  have  become  intolerant  of  drunk 
driving. 

The  Fund  is  also  an  active  participant  in  the  public  policy  arena  around  domestic  violence. 
Last  year,  we  identified  the  elements  of  a  health  care  strategy  to  prevent  and  treat  domestic 
violence  in  a  reformed  health  care  system.  The  problems  of  domestic  violence  infuse  every  levd 
of  our  health  care  delivery  system  and  require  a  con:^>rehaisive  q)proach.  Although  federal 
legislation  on  health  care  reform  is  not  moving  forward  this  year,  these  elments  are  still  critical 
pieces  of  the  health  care  response  to  domestic  violence. 

An  appropriate  public  health  response  to  domestic  violence  will  incorporate: 

•  screening  for  victims  of  domestic  violence 

•  training  of  health  care  providers  on  domestic  \dolence 

•  the  development  and  implonentation  of  training  curricula  on  domestic  violence  for 
health  professions'  schools,  and 

•  the  establishment  of  partnerships  between  state  and  local  public  health  ofiBcials 
and  domestic  violmce  service  providers  vMch  can  serve  as  the  basis  for  a  broad 
range  of  prevention  activities  in  communities  throughout  the  country. 
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Scregiing.  Often  tmes  health  care  providers  are  the  first,  and  sometimes  the  only, 
professionals  who  see  a  battered  woim^'s  injuries..  It  is  undisputed  thai  eari>'  recognition 
and  trrter/eniion  can  agmficamh-  reduce  the  mo-rbidir.-  and  mo-rtalin-  thai  results  from 
violence  in  the  hoax..  Yet,  often  the  abuse  is  not  recognized  or  ackno^iedged  by  the 
providers  wbo  treat  victiirts  of  domestic  violence.  .Ai  a  resuh,  vicdms  are  noc  supported 
by  their  health  care  providers,  nor  are  thev'  referred  to  the  advocao-  or  social  services  that 
ccxjld  hdp  them. 

Although  there  are  "svritten  and  verbal  screening  too'ls  to  fedL'taie  the  identifitcation 
of  victims  of  domestic  violence,  the  praoi-ce  of  routine  screecicig  by  heai-th  care 
profisssioaals  is  still  uncommO'O.  Providers  must  be  encouraged  to  use  these  tools  which 
take  the  form  of  questions  inserted  in  the  vr-ritten  mi.edi-cai  histories  patienis  complete 
during  routirK  drnidan  visits  and  verbal  questions  providers  ask  of  all  patients  to  detea 
tlie  presence  of  violence  in  their  current  relationships. 

Traimne;  of  health  care  providers.  As  vi,ith  anv-  other  pxublic  health  problem,  in  order  to  be 
able  to  treat  victims  of  domestic  violence  effectively,  health  care  providers  musi  be 
educated  about  tiK  problem  and  trained  in  the  appropriate  medical  response.  Studiies 
suggest  thai  heakh  care  providers  identifv-  as  fsw  as  one  victim  in  20  A  survev'  by  the 
Conmonweakh  Fund  found  thai  92  percem  of  the  women  battered  last  year  by  an  rrtHm^To 
partner  in  the  Unixed  States  did  not  discuss  the  abuse  with  their  pbv'si'Cian. 

Physicians  fi^equently  treat  the  iryuries  battered  wo^men  presem,  o^niy- 
synqjtoniaticaDy,  and  &il  to  recognize  or  acknowledge  abuse  as  the  cause.  No  pbysidan 
ever  intends  to  discharge  a  patient  v-ith  a  preventable  life-threatening  condidoo  Piithout 
addressing  steps  ft>r  prevention.  However,  most  bacered  women  who  seek  medical 
attemon  are  sent  home  to  the  unsafe  stuarion  thai  caused  their  ir^-un.-  in  the  firsi  place- 
because  their  pbv-adans  lack  the  training  to  identifv-  them  or  the  skills  :c  fdly  document 
their  irguries  and  intervene  on  their  behalf 

A  health  care  provider  who  does  not  identifv-  a  victim  of  domestic  violence  not 
only  nisses  an  opportunitv'  to  intervene  on  ho"  b-eiiii  2zd  Ln:  err-,pi  tiie  r.  cle  of  violence, 
but  also  fails  to  document  the  true  source  of  her  ji;-r.e^  S-:.n  documentation  becomes 
critically  irrqxMtant  should  she  wish  to  press  criming  chzrg  es  against  her  abuser  at  a  later 
date. 

Training  curricula.  As  Congressman  Wyden  has  told  you,  we  are  mitLcn  p  a  very  hnportam 
oppcyrturdty  by  not  training  health  care  professjonals  while  thev'  are  still  in  school  about 
how  to  prevent  domestic  violence.  Pbv-acians  learn  in  school  and  in  practice  abO'Ut  the 
importance  of  screening  for  the  presence  of  serious  illnesses  or  conditions  including,  high 
cholesterol,  diabetes,  obesity,  smoking,  unsafe  sexuzl  practices,  and  breast  and  cervical 
cancer.  iEJowever,  medical  school  curricula  do  not  tvpicallv-  include  course  wo^rk  and 
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training  on  domestic  violence  screening,  identification  and  assessment,  treatment,  and 
referral. 

A  continuum  of  education  on  domestic  violence  is  necessary  if  we  are  to  see  real 
change  in  both  the  attitudes  and  behavior  of  health  care  professionals.  Health  care 
providers  must  receive  training  on  the  issue  throughout  their  professional  careers:  this 
includes  course  work  and  instruction  prior  to  matriculation;  in  residency  programs;  and 
during  the  course  of  private  practice,  hospital  or  clinical  work.  To  &cilitate  the  inclusion 
of  this  issue  in  professional  school  curricula,  we  need  to  support  the  development  and 
dissemination  of  model  training  curricula  for  schools  of  m^cine,  osteopathic  medicine, 
public  health,  mental  health,  nursing  and  training  programs  for  physician  asastants,  allied 
health  professionals,  femily  medicine  physicians,  general  internists,  general  pediatricians, 
geriatricians  and  obstetrician/gynecologists. 

CDC's  Role  in  the  Prevention  of  Violence  Against  Women 

The  Family  Violence  Prevention  Fund  worked  with  members  of  Congress  and  ofiScials  at 
the  CDC  to  envision  and  create  a  violence  against  women  program  at  the  National  Center  for 
Injury  Control  and  Prevention  (NCICP).  The  Fund  played  a  central  role  in  building  support 
among  domestic  violence  advocates  for  this  program,  and  we  are  delighted  that  the  program  will 
be  expanding.  It  is  very  exciting  to  us  that  NCICP  has  expanded  its  view  of  injury  prevention  to 
encompass  this  innovative  program  and  is  grappling  with  the  new  challenges  it  presents. 
Strategies  to  prevent  domestic  violence  injuries  are  necessarily  more  complicated  than  those  to 
prevent  bicycle  accidents,  but  the  CDC's  commitment  to  this  program  demonstrates  the  important 
understanding  that  many  of  the  injuries  caused  by  domestic  violence  are  preventable. 

As  you  know,  the  goals  of  the  CDC's  violence  against  women  injury  prevention  program, 
as  defined  by  the  Congress,  are:  (1)  to  describe  and  track  the  problem  of  domestic  violence;  (2)  to 
demonstrate  and  evaluate  ways  to  prevent  violence  against  women;  (3)  to  conduct  a  national 
communication  effort  including  education,  training,  and  public  awareness;  (4)  to  increase 
knowledge  of  modifiable  factors  associated  with  violence  against  women;  and  (S)  based  on  that 
knowledge,  to  develop  new  prevention  strategies. 

This  was  the  first  domestic  violence,  health-related  federal  spending  ever  mandated  by 
Congress,  and  it  has  the  potential  to  bring  about  significant  change  in  the  national  health  care 
response  to  violence  against  women.  The  Fund  welcomes  the  addition  of  the  skills  and  resources 
that  the  CDC  has  brought  to  the  effort  to  prevent  injuries  caused  by  domestic  violence.  We 
believe  that  this  program  provides  an  ideal  opportunity  to  explore  and  expand  public  health 
initiatives  for  the  prevention  of  domestic  violence. 

The  Fund  believes  that  this  public  health  strate^  offers  the  greatest  hope  for  preventing 
violence  against  women.  We  are  encouraged  by  the  level  of  interest  at  the  agency  and  would  very 
much  like  to  work  with  CDC  ofi&dals  on  the  strategies  outlined  above,  as  well  as  on  other 
initiatives.  We  ^plaud  the  first  efforts  of  the  CDC  under  this  program.  These  initial  dollars  spent 
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to  collect  onicfa  needed  epidoniological  data  will  bring  a  strong  return  for  the  investment.  At  the 
same  time,  we  must  be  certain  that,  as  we  start  to  implement  a  public  health  approach  to  domestic 
violence,  we  do  not  expend  all  of  our  resources  on  understanding  which  interventions  hdp  at  the 
point  of  crisis  without  giving  adequate  consideration  to  prevention. 

It  is  the  bdief  of  the  Family  Violence  Prevention  Fund  that  attempts  to  prevent  and 
control  ii^uries  caused  by  domestic  violence  will  have  the  most  impact  when  they  move  beyond 
quantifying  what  -woAs  and  what  doesn't  to  work  closely  with  commimity  service  providers  and 
to  support  prevention  efiforts  at  the  community  level.  The  Fimd  encourages  the  CDC  in  the  fiiture 
and  with  fiirther  functing  to  look  to  prevention  models  which  have  galvanized  strong  community 
involvmait.  The  successes  of  anti-smoking,  drunk  driving,  and  AIDS  prevention  campaigns 
have  come  where  community-based  education  has  led  to  community  involvement  in  solving  the 
problem.  We  look  fixward  to  woiking  with  the  agency  in  identifying  and  developing  programs  of 
this  nature  that  are  directed  against  domestic  violence. 

The  first  step  in  this  direction  has  already  been  taken.  The  Fund  is  woiking  in 
collaboration  with  CDC  on  several  elements  of  the  program,  and  the  agency's  budget  for  next  year 
specifically  includes  fimding  for  community-based  public  education  efforts  that  will  augment  the 
national  campaign  launched  by  the  Fund. 
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DOMESTIC  VIOLENCE  CAMPAIGN 


A  pubftc  service  campaign 


From 

Family  Violence  Prevention  Fund 
383  Rhode  Island  Street,  Suite  304 
San  Francisco,  CA  94103-5133 


"NEIGHBORS"  :60 


SOUNDS  OF  VIOLENT 
DOMESTIC  HGHT  OVERHEAD 
(SFX;  CRASH) 


Also  available  in  :30  length 
4  11 


(SFX:  WOMAN  CRIES) 


(SFX;  BANGING) 
(WOMAN  SCREAMS) 


(Sf=X:  WOMAN  CRIES) 


(SFX;  RGHT  CONTINUES) 


(SFX:  UGHT  CUCKS  OFF) 


IT  IS  YOOR  BUSINESS. 


(CRYING  FADES  TO  SILENCE) 


l-800-777-l9( 


ANNCR  VO:  For  infotmation 
about  how  you  can  help  stop 
domestic  violence,  call  us. 


"WEDDING"  :15 


Also  available  in  :10  length 


(SFX  ORGAN  MUSIC  &  CUCK 
OF  STROBE  FLASH 
THROUGHOUT) 


ANNCR  VO:  42%  of  all 
mudered  women  are  killed 
by  men... 


wtTO  promised  to  love  them. 


Help  stop  domestic  violence. 
Call  us. 


Volunteer  Advertising  Agency:  AtschOer  Reitzf  eld 
Volunteer  Campaign  Director  David  W.  Robertson.  AT&T 
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Mr.  Tov»'NS.  Thank  you  very  much. 
Ms.  Doe. 

STATEMENT  OF  JANE  DOE,  HOUSE  OF  RUTH 

Ms.  Doe.  Thank  you.  Good  morning,  Chairman  Tov,tis,  and  mem- 
bers of  the  Human  Resources  and  Int-ergovemmental  Relations 
Subcommitt-ee.  Thank  you  for  gi\ing  me  this  opportunit>'  to  discuss 
my  personal  experiences  regarding  domestic  \iolence.  I  hope  that 
my  stor\'  v.ill  highUght  the  need  tor  medical  personnel  to  take  an 
active  role  in  helping  to  stop  domestic  N-iolence. 

I  was  married  to  a  man  for  13  years  who  abused  me  both  phys- 
ically and  emotionally.  My  first  contact  v»dth  doctors  specifically  for 
domestic  N-iolence  was  in  1977  when  my  husband  fractured  my 
skull.  All  that  time  I  was  still  determined  t-o  make  my  marriage 
work,  and  ever>'one  thought  that  we  had  the  perfect  marriage.  So 
when  my  doctor  asked  me  what  had  happened,  I  was  so  shocked 
and  in  a  state  of  such  disbelief  that  I  made  something  up  and  said 
that  I  hit  my  head  while  getting  into  bed.  He  explored  this  story 
Vrith  me  somewhat,  but  I  couldn't  bring  myself  to  tell  him  what 
had  really  happened.  In  those  days  spouse  abuse  was  simply  not 
discussed. 

Perhaps  y*ith  more  training  and  information  about  domestic  vio- 
lence, he  could  have  helped  me  to  discuss  the  matter  more  openly 
and  viithout  being  inhibited  by  a  deep  sense  of  shame. 

Five  years  later,  in  1982,  I  had  a  baby  boy  and  started  to  see  the 
ongoing  abuse  in  my  disintegrating  marriage  as  a  threat  to  my 
chfld's  well-being.  I  wanted  my  son  to  grow  up  in  an  optimal  envi- 
ronment. I  beheve  that  a  mother  is  so  essential  to  a  child's  develop- 
ment and  that  if  she  is  being  abused,  inevitably  it  affects  the  entire 
family,  the  community,  and  ultimately  all  of  society. 

A  child  grows  up  so  quickly,  and  I  knew  that  it  was  up  to  me 
as  his  mother  to  summon  all  the  self-reliance  I  would  need  to  act 
decisively  and  to  pro\ide  my  son  with  a  loving,  secure  and  safe 
home.  It  was  vital  to  me  that  he  not  be  subjected  to  or  witness  any 
abuse,  physical  or  emotional. 

About  a  year  later  my  son  was  monitored  for  a  potentially  seri- 
cms  medical  c:::dition  w^hich  happily  resolved  itself  years  later. 
"While  I  was  spe^dng  v.'ith  his  pediatrician  where  he  was  initially 
being  treat-ed,  he  asked  me  about  the  impact  of  his  condition  on  my 
well-being,  and  I        him  that  I  was  doing  fine. 

In  1983,  I  tc:k  ir.y  son  to  a  female  pediatrician  with  a  specialty 
in  this  field.  WrS.i  she  discussed  the  overall  impact  of  an  infants 
medical  crisis  on  the  family,  she  helped  me  to  also  focus  on  the 
dearth  of  emotional  and  spiritual  resources  in  my  marriage.  The 
doctor  referred  roe  to  a  social  worker  and  I  eventually  told  her 
about  the  skodl  fiactare. 

After  workms  through  a  lot  of  denial,  she  helped  me  to  acknowl- 
edge the  fact  that  I  was  an  abused  ^^ife,  and  I  began  to  work  on 
the  heating  process.  Later  on,  I  saw  a  psychologist  who  further 
he^)ed  me  to  understand  the  dynamics  of  abuse.  She  accentuated 
working  on  my  self-esteem,  and  this  gave  me  the  strength  and 
courage  to  leave  my  marriage. 

V'-./.e  consnHing  with  these  health  professionals,  I  was  working 
:c  rr.ake  sure  that  I  had  done  everything  humanly  possible  to  make 
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my  marriage  work,  because  I  was  raised  to  believe  that  once  one 
marries,  it  is  for  better  or  worse.  When  I  knew  that  I  had  done  ev- 
erything possible  and  could  endure  no  further  abuse,  I  knew  that 
I  must  take  responsibility  for  mv  own  and  my  child's  well-being. 
These  health  professionals  helped  me  to  build  the  strength  I  need- 
ed to  file  for  divorce. 

While  going  through  the  divorce,  I  spoke  with  my  internist  to 
verify  the  date  of  the  skull  fracture.  He  had  also  treated  me  for  a 
preulcerous  condition,  which  dissipated  after  I  left  the  stressful 
marriage.  The  doctor  supported  my  decision  to  divorce  my  former 
husband,  and  that  support  was  immensely  helpful.  I  needed  those 
health  professionals  to  guide  and  support  me  through  this  process 
because  I  did  not  know  that  I  had  a  way  out  and  the  right  to  leave 
that  marriage.  I  thought  that  I  was  doomed  to  stay  with  this  man 
forever. 

As  only  one  out  of  several  million  abused  American  women,  I 
urge  this  body  to  declare  domestic  violence  as  a  public  health  issue. 
With  a  viciousness  that  destroys  families  as  devastatingly  as  any 
catastrophic  disease,  domestic  violence  must  be  given  serious  rec- 
ognition and  treatment  by  the  health  professional  community. 

I  believe  that  the  family  doctor  is  oflen  the  closest  and  most 
trusted  individual  available  to  talk  with  about  personal  health 
problems.  If  my  family  doctor  had  been  more  astute  in  recognizing 
the  signs  of  domestic  violence  and  suggested  different  courses  of  ac- 
tion, perhaps  my  life  could  have  been  very  different. 

The  positive  interventions  of  health  professionals  who  did  under- 
stand the  signs  of  domestic  abuse  helped  me  to  learn  and  grow  and 
most  significantly  they  empowered  me  to  leave  an  abusive  mar- 
riage and  to  begin  a  new  and  healthier  life.  Thank  you. 

Mr.  Towns.  Thank  you  very,  very  much.  There  is  a  vote  on,  but 
what  I  would  like  to  do  is  to  hear  Mrs.  Nichols  before  going  to  vote. 
Ms.  Nichols. 

STATEMENT  OF  CHRISTEL  NICHOLS,  EXECUTIVE  DIRECTOR, 
HOUSE  OF  RUTH,  WASHINGTON,  DC 

Ms.  Nichols.  Thank  you.  Good  morning,  Chairman  Towns  and 
members  of  the  Human  Resources  and  Intergovernmental  Rela- 
tions Committee.  Thank  you  for  inviting  me  to  testify  on  the  public 
health  implications  of  domestic  violence.  My  statements  support 
the  premise  that  domestic  violence  is  a  major  public  health  prob- 
lem. 

I  am  the  executive  director  of  the  House  of  Ruth,  a  social  service 
agency  in  Washington,  DC,  and  we  serve  women  and  children.  The 
House  of  Ruth  has  seven  different  programs,  and  we  provide  serv- 
ices to  approximately  1,500  individuals  a  year.  One  of  our  pro- 
grams focuses  extensively  on  the  issues  and  needs  of  families  expe- 
riencing domestic  violence. 

One  of  the  questions  that  I  was  asked  was  to  provide  evidence 
that  there  is  a  public  health  issue  related  to  domestic  violence. 
Therefore,  the  following  summary  of  statistics  and  findings  of  100 
families  that  sought  shelter  services  in  the  last  2  years  at  House 
of  Ruth  also  supports  the  information  that  domestic  violence  is  a 
public  health  problem.  Here  are  some  of  the  statistics. 


108 

One  hundred  percent  of  the  women  sustained  repeated  physical 
injuries  such  as  abrasions,  contusions,  sprains  and  broken  bones. 
Sixty  percent  of  the  women  sought  medical  intervention  more  than 
once  for  physical  injuries  as  a  result  of  domestic  violence.  Seventy- 
five  percent  of  the  women  had  chronic  medical  problems  related  to 
the  domestic  violence  including  both  somatic  conditions  and  psy- 
chological disorders. 

Seventy-five  percent  of  the  women  displayed  characteristics  asso- 
ciated with  individuals  experiencing  trauma.  Forty-five  percent  of 
the  women  had  a  substance  abuse  problem.  Seventy-five  percent  of 
the  children  experiencing  domestic  violence  displayed  physically 
aggressive  behaviors.  Thirty  percent  of  these  children  involved  in 
domestic  violence  ages  2  to  5  had  developmental  delays  in  the  emo- 
tional-social behavioral  areas,  as  supported  by  psychological  test- 
ing. 

Eighty  percent  of  the  women  witnessed  parental  violence  as  a 
child  and  were  also  involved  in  multiple  abusive  relationships. 
Sixty-five  percent  of  the  women  it  could  be  assumed  that  there  was 
a  strong  correlation  between  the  incidence  of  domestic  violence  and 
decreased  functioning  in  core  indicators,  such  as  employment,  in- 
come, parenting,  ana  self-sufficiency.  Fifly  percent  of  tne  women 
felt  that  her  life  or  the  lives  of  her  children  were  endangered  as 
a  consequence  of  the  domestic  violence. 

These  findings  from  this  sample  highlight  both  the  short-term  as 
well  as  the  long-term  effects  of  domestic  violence,  which  encom- 
passes the  individual  physical  and  emotional  safety  issues  as  well 
as  overall  functioning.  There  are  also  the  financial  and  societal 
costs  associated  with  the  violence  for  which  I  do  not  have  data, 
such  as  the  health  care  costs,  the  loss  of  productivity,  and  the  cor- 
relation with  street  violence. 

I  strongly  support  the  need  for  ongoing  research  to  identify  the 
interventions  which  significantly  reduce  the  incidences  of  domestic 
violence,  as  well  as  the  preventive  models  and  methods  to  lower 
the  number  of  future  occurrences. 

Most  of  the  work  to  impact  this  issue  has  really  been  in  the  so- 
cial service  and  the  law  enforcement  fields.  I  encourage  continued 
efforts  in  these  fields.  However,  Richard  Gelles  and  Murray 
Strauss,  both  prominent  domestic  violence  researchers,  contend 
that  the  high  rate  of  domestic  violence  occurs  because  not  only  are 
there  limited  consequences  for  the  perpetrator,  but  there  are  very 
ambivalent  attitudes  regarding  domestic  violence  in  our  society. 

The  medical  community  has  a  prominent  role  in  determining  and 
changing  attitudes  and  actions  in  American  society.  For  example, 
they  exercised  that  power  in  influencing  how  we  view  smoking.  As 
a  result,  many  of  us  changed  our  behaviors.  Now,  it  is  time  for  the 
medical  community  to  make  domestic  violence  a  priority  health 
issue. 

Presently,  doctors,  nurses,  and  other  health  care  personnel  do 
not  routinely  consider  domestic  violence  as  a  part  of  their  treat- 
ment responsibility.  This  lack  of  awareness  of  many  medical  per- 
sonnel and  their  reticence  to  deal  with  those  very  personal  prob- 
lems will  continue  until  they  are  mandated  and  trained  to  follow 
a  new  course  of  action.  A  lack  of  action  may  also  be  a  result  of  nu- 
merous factors,  including  attitudinal  barriers.  Victims  of  domestic 
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violence  report  to  us  that  signs  of  the  violence  are  generally  ig- 
nored and  information  is  not  elicited  from  them  about  the  occur- 
rences. 

I  think  attitudinal  barriers  can  be  overcome  with  policy  changes, 
enhanced  training,  and  an  improved  and  extended  system  of  inter- 
ventions and  resources  for  the  victim,  the  abuser,  and  most  impor- 
tantly, the  children. 

An  analogy  can  be  made  to  the  modifications  that  the  medical 
field  undertook  in  the  identification  and  intervention  protocols  that 
they  developed  for  both  child  abuse  and  sexually  transmitted  dis- 
eases. Both  of  those  health  issues  underwent  many,  many  changes 
as  a  result  of  this  change  in  attitudes  and  priority. 

Oftentimes,  these  were  a  result  of  legislative  policies.  Similar 
legislation  could  have  a  significant  impact  on  the  medical  commu- 
nity's mandated  obligation  in  identifying  and  comprehensively 
treating  this  health  problem.  Having  nurses  and  doctors  ask  about 
the  occurrences  of  violence  as  a  part  of  the  medical  history  taking 
encourages  and  supports  victims  to  talk  about  the  issue.. Yet  health 
care  professionals  need  additional  training  to  understand  the  dy- 
namics and  consequences  of  domestic  violence  to  skillfully  explore 
the  problem. 

Openly  acknowledging  the  abuse  is  still  generally  considered 
taboo  and  humiliating  to  the  victim.  Also,  the  abuser  typicallv  de- 
nies, minimizes  or  rationalizes  his  or  her  involvement  in  the  abuse. 
Through  additional  training  and  protocols,  I  believe  changes  can  be 
made,  and  I  am  encouraged  by  the  statements  that  I  heard  today 
from  the  medical  community  that  they  are  making  it  a  priority. 
However,  in  the  front  lines  there  is  still  an  awful  lot  of  work  that 
needs  to  be  done.  Thank  you. 

[The  prepared  statement  of  Ms.  Nichols  follows:] 
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statement  of  Christel  Nichols 
Executive  Director  of  the  House  of  Ruth 
Washington  DC 
on  the  Public  Health  Implications 
of  Domestic  Violence 
Before  the 

Human  Resources  and  Intergovernmental  Relations 
Subcommittee 
of  the 

Committee  on  Government  Operations 
on  October  5,  1994 

Good  Morning  Chairman  Tovmes  and  members  of  the  Human 
Resources  and  Intergovernmental  Relations  Subcommittee.  Thank 
you  for  inviting  me  to  testify  on  the  public  health  implications 
of  domestic  violence.     My  statements  support  the  premise  that 
domestic  violence  is  a  major  public  health  problem.     I  am  the 
Executive  Director  of  the  House  of  Ruth,  a  social  service  agency 
for  women  and  children  in  Washington  DC.     The  House  of  Ruth  has 
seven  different  programs  and  provides  services  to  approximately 
1,500  individuals  a  year.     One  program  focuses  extensively  on  the 
issues  and  needs  of  families  experiencing  domestic  violence. 

The  following  summary  of  statistics  and  findings  of  100 
families  seeking  services  in  the  last  two  years  at  House  of  Ruth 
supports  the  position  that  domestic  violence  poses  a  public 
health  problem.     Here  are  the  findings: 

1.  100%  of  the  women  sustained  repeated  physical  injuries 
such  as  abrasions,  contusions,   sprains  and  broken 
bones ; 

2.  60%  of  the  women  sought  medical  intervention  more  than 
once  for  physical  injuries  as  the  result  of  domestic 
violence; 

3 .  75%  of  the  women  had  chronic  medical  problems  related 
to  the  domestic  violence  including  both  somatic 
conditions  and  psychological  disorders; 

4.  75%  of  the  women  displayed  characteristics  associated 
with  individuals  experiencing  trauma  (i.e.  depression); 

5 .  45%  of  the  women  had  a  substance  abuse  problem; 

6.  75%  of  the  children  experiencing  domestic  violence 
displayed  physical  aggressive  behaviors 

7.  30%  of  these  children  involved  in  domestic  violence, 
ages  2-5  had  developmental  delays  in  the  emotional- 
social  behavioral  areas; 

8.  80%  of  the  women  witnessed  parental  violence  as  a  child 
and  were  involved  in  multiple  abusive  relationships; 
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9 .  In  65%  of  women  it  could  be  assumed  that  there  was  a 
strong  correlation  between  the  incidence  of  domestic 
violence  and  decreased  functioning  in  core  indicators 
such  as  employment,  income,  parenting  and  self- 
sufficiency; 

10.  50%  of  women  felt  that  her  life  and/or  the  lives  of  her 
children  were  endangered  as  a  consequence  of  the 
domestic  violence. 

These  findings  from  this  sample  highlight  both  the  short 
term  and  long  term  effects  of  domestic  violence,  which  encompass 
individual  physical  and  emotional  safety  and  overall  functioning. 
There  are  also  the  financial  and  societal  costs  associated  with 
domestic  violence  for  which  I  do  not  have  data,   such  as  health 
care  costs,   the  loss  of  productivity  and  the  correlation  with 
street  violence. 

I  support  the  need  for  ongoing  research  to  identify 
interventions  to  significantly  reduce  the  incidences  of  domestic 
violence  as  well  as  preventive  methods  to  lower  the  number  of 
future  occurrences. 

Most  of  the  work  to  impact  this  issue  has  been  in  the  social 
service  and  law  enforcement  fields .     I  encourage  continued 
efforts  in  those  areas.     However,  Richard  Gelles  and  Murray 
Strauss,  prominent  domestic  violence  researchers,  contend  that 
the  high  rate  of  domestic  violence  occurs  because  not  only  are 
there  limited  consequences  for  the  perpetrator  but  there  are 
ambivalent  attitudes  regarding  domestic  violence  in  our  society. 

The  medical  community  has  a  prominent  role  in  determining 
and  changing  attitudes  and  actions  in  American  society.  For 
example,   they  exercised  that  power  in  influencing  how  we  view 
smoking.     Many  of  us  changed  our  behaviors.     Now  it  is  time  for 
the  medical  commxinity  to  make  domestic  violence  a  priority  health 
issue.     Presently  doctors,  nurses  and  other  health  care  personnel 
do  not  routinely  consider  domestic  violence  as  a  part  of  there 
treatment  responsibility.     This  lack  of  awareness  on  many  medical 
personnel  and  their  reticent  to  deal  with  those  very  personal 
problems  will  continue  until  they  are  mandated  to  follow  a  new 
course  of  action.     A  lack  of  action  may  also  be  a  result  of 
numerous  factors  including  attitudinal  barriers  to  intervention. 
Victims  of  domestic  violence  report  to  us  that  signs  of  the 
violence  are  generally  ignored  and  information  is  not  elicited 
from  them  about  the  occurrences . 
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I  think  attitudinal  barriers  can  be  overcome  with  policy- 
changes,  enhanced  training  and  an  iir^jroved  and  extended  system  of 
interventions  and  resources  for  the  victim,  the  abuser  and  the 
children. 

An  analogy  can  be  made  to  the  modifications  that  the  medical 
field  undertook  in  the  identification  and  intervention  protocols 
for  both  child  abuse  and  sexually  transmitted  disease.  Those 
changes  occurred  as  a  result  of  legislated  policies.  Similar 
legislation  would  have  a  significant  iirpact  on  the  medical 
community's  mandated  obligation  in  identifying  and 
cotr^jrehensively  treating  this  health  problem.     Having  nurses  and 
doctors  ask  about  the  occurrences  of  violence  as  a  part  of 
medical  history  taking  encourages  and  supports  victims  to  talk 
about  the  abuse . 

Yet  health  professionals  need  additional  training  to 
iinderstand  the  dynamics  and  consequences  of  the  domestic  violence 
to  skillfully  explore  the  problem.     Openly  acknowledging  the 
abuse  is  still  generally  considered  taboo  and  humiliating  to  the 
victim.     Also  the  abuser  typically  denies,  minimizes  or 
rationalizes  his/her  involvement  in  the  abuse.     The  medical 
coraraxmity  needs  training  and  protocols  to  assess  the  signs 
through  observations,  open  communication  and  reduce  the  barriers 
to  disclosure  for  the  entire  family  including  the  children. 

This  education  including  sensitivity  and  cultural  issues 
awareness  must  occur  in  all  phases  of  the  professional 
preparation  for  all  medical  personnel.     Ongoing  findings  in 
professional  journals  and  seminars  including  the  correlated 
problems  of  child  abuse,  substance  abuse  and  depression  need  to 
be  integrated  into  the  continuous  development  process. 

In  developing  a  range  of  interventions,   a  comprehensive 
approach  needs  to  be  created  and  implemented  to  incorporate 
social  service,  law  enforcement  and  educational  interventions  and 
actions .     Reducing  domestic  violence  means  changing  attitudes  and 
medical  behaviors.     The  medical  field  must  take  a  prominent 
position  in  understanding  and  applying  methods  of  change.  There 
must  be  a  coordinated  process  for  specialized  serves  and 
resources  among  the  various  fields . 

The  medical  community  must  recognize  that  domestic  violence 
is  intolerable  and  they  have,  a  significant  responsibility  in 
reducing  the  incidence  of  violence . 
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Mr.  Towns.  Thank  you.  Let  me  thank  all  of  you  for  your  testi- 
mony. There  is  a  vote  on  so  what  we  would  do  is  take  a  10-minute 
recess  and  return. 

Mr.  SCHIFF.  Mr.  Chairman,  I  would  propose,  just  because,  unfor- 
tunately, this  is,  as  you  know,  we  think  the  last  couple  days  of  our 
being  in  session,  I  would  propose  to  waive  questions  and  to  again 
remind  the  witnesses  that  their  entire  printed  statements  will  be 
part  of  the  hearing,  if  they  didn't  complete  the  oral  presentation. 

Mr.  Towns.  Well,  I  think  that  I  agree  with  the  gentleman  that 
there  is  a  markup  going  on  and  that  there  are  so  many  things  we 
are  trying  to  get  in  within  the  closing  days.  We  will  submit  ques- 
tions to  you,  and  then  you  can  answer  them  in  writing  rather  than 
to  hold  you  any  longer. 

I  will  tell  you  one  of  the  questions  I  will  raise  will  be  what  can 
we  do  with  men.  Are  we  doing  enough  in  that  regard?  I  am  not 
hearing  too  much  about  that  as  I  am  getting  testimony.  It  is  a  seri- 
ous problem.  We  have  to  deal  with  it  in  more  ways  than  one. 

I  think  we  have  to  do  everything  we  can  for  the  women  and  I 
think  we  should  do  it  as  fast  as  we  possibly  can.  I  think  we  should 
do  research,  but  in  the  meantime  there  is  a  problem,  and  I  think 
we  should  deal  with  the  problem  even  while  the  research  is  going 
on.  At  the  same  time  I  think  that  males  are  involved.  We  have  to 
look  at  what  we  might  be  able  to  do  with  them  as  well.  I  will  be 
raising  these  questions  with  you  and  would  appreciate  in  your 
thinking  as  we  look  to  do  something  about  it  legislatively.  Thank 
you  very  much  for  your  testimony.  Here  again,  we  have  a  vote  on. 

The  committee  will  adjourn.  We  have  a  markup  on  unfunded 
mandates.  We  will  be  back  at  12:30  to  continue  this  hearing. 
Thank  you  very,  very  much. 

[Recess  taken.] 

Mr.  Towns.  Let  me,  again,  apologize  for  the  delay,  but  there  are 
just  so  many  things  going  on.  The  legislation  that  we  are  debating 
in  mark-up  is  my  bill  and  Mr.  Schiff  happened  to  be  the  other 
sponsor  of  it.  It  is  being  marked  up  now,  and  that  is  the  reason 
we  were  delayed.  We  would  like  to  continue  this  hearing  because 
we  want  to  make  a  record,  which  can  be  read  by  all  the  Members 
of  Congress,  and  the  public.  We  would  like  to  continue  the  hearing 
at  this  time. 

Our  witnesses  on  panel  four  represent  the  medical  profession — 
Dr.  Jacquelyn  Campbell  wears  many  hats.  She  is  a  nurse,  a  profes- 
sor, a  researcher  and  a  Chair  of  the  American  Academy  of  Nursing 
Expert  Panel  on  Violence,  so  she  is  a  multifaceted  woman. 

Dr.  Bruce  MacLeod  is  the  director  of  the  Department  of  Emer- 
gency Medicine  at  Mercy  Hospital  of  Pittsburgh,  and  Dr.  Patricia 
Salber  is  an  emergency  room  physician  and  a  member  of  the  board 
of  directors  of  the  American  College  of  Emergency  Physicians,  and 
Dr.  Lisa  Goodman  is  a  psychologist  and  is  cochair  of  the  American 
Psychological  Association  task  force  on  male  violence  against 
women. 

Let  me  welcome  all  of  you  to  the  subcommittee  and  we  would 
like  for  you  to  summarize  your  statements  within  the  5-minute  pe- 
riod. Your  entire  statement  will  be  included  in  the  record,  so  feel 
free  to  summarize. 
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Why  don't  we  start  with  you,  Dr.  Campbell,  and  then  come  right 
down  the  line. 

STATEMENT  OF  JACQUELYN  C.  CAMPBELL,  PhX).,  ILN^  FJLA^N^ 
CHAIR,  EXPERT  PANEL  ON  MOLENCE,  AMERICAN  ACADEMY 
OF  NXHSCVG,  PROFESSOR,  JOHN  HOPKINS  L^NTVERSFTY 
SCHOOL  OF  NXRSING 

Ms.  Campbell.  Thank  you  ver>'  much,  Mr.  Chairman,  and  thank 
you  for  in \i ting  me  to  testify  to3ay  and  for  your  attention  to  this 
ver>'  important  problem.  I  v,ill  tr>'  not  to  repeat  some  of  the  statis- 
tics that  have  been  given  before,  and  they  are  in  my  wTitten  com- 
ments. However,  I  do  waint  to  emphasize  a  few  of  the  aspects  that 
make  us  conNinced  that  domestic  \'iolence  is  indeed  a  public  health 
problem. 

It  is  important  to  realize  that  domestic  \iolence  is  most  often  a 
pattern  of  coercive  control  of  a  female  partner.  The  national  \ictims 
survev  indicates  that  women  are  10  times  more  likely  to  be  the  vic- 
tim of  serious  assault  from  intimate  partners  than  are  males.  The 
physical  \'iolence  is  accompanied  by  a  cont-ext  of  coercive  control 
that  also  involves  ongoing  sexual  abuse,  emotional  degradation, 
threats  to  the  woman,  the  children,  her  family  and  belongings,  fi- 
nancial control,  and  forced  social  isolation. 

One  of  the  most  important  health  care  issues  is  the  sexual  abuse. 
In  my  ov»ti  research  and  from  others,  it  is  clear  that  at  least  40  to 
45  percent  of  physically  battered  women  are  also  being  forced  into 
sex.  Women  report  health  problems  such  as  increased  sexually 
transmitted  diseases,  vaginal  and  anal  tearing,  urinary  tract  and 
vaginal  infections,  smd  severe  pain  on  intercourse  as  a  result  of  this 
\'iolation. 

They  are  also  at  increased  risk  for  AIDS.  If  a  woman  is  being 
forced  into  sex,  it  is  obviously  impossible  for  her  to  insist  that  he 
wear  a  condom,  and  the  woman  is  not  going  to  say,  by  the  way, 
this  happens  to  her  physician  or  her  nurse,  and  we  nave  to  ask  di- 
rectlv  about  the  forced  sex  issue. 

Other  physical  health  care  problems  that  have  been  associated 
with  domestic  \'iolence  include  premature  deafness,  chronic  irrita- 
ble bowel  syndrome,  chronic  pain  and  immune  system  disorders. 
Another  serious  physical  ramification  is  abuse  during  pregnancy. 
The  results  of  one  of  the  best  studies  conducted  by  my  nursing  col- 
leagues. Doctors  Judith  McFarlane  and  Barbara  Parker,  was  just 
published  in  Obstetrics  and  G>'necolog\'.  They  found  that  20  per- 
cent of  pregnant  adolescents  and  14  percent  of  adult  pregnant 
women  in  their  study  of  1,200  African -American,  Hispanic,  and 
Anglo  women  were  being  abused  during  pregnancy.  This  abuse 
during  pregnancy  was  a  significant  risk  factor  for  lower  birth 
weight,  low  maternal  weight  gain,  infections,  anemia,  smoking,  and 
use  of  alcohol  and  drugs. 

The  costs  of  this  domestic  \iolence  to  the  health  care  system  are 
substantial,  aind  I  don't  think  this  point  has  yet  been  made.  Abused 
women  and  their  children  used  health  care  services  extensively  and 
more  often  than  other  women  and  children  in  order  to  take  care  of 
these  phvsical  and  emotional  consequences. 

A  study  conducted  at  Rush  Presb\terian  Medical  Center  found 
that  the  average  charge  for  medical  sen-ices  provided  to  abused 
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women,  children,  and  elders  was  $1,633  per  person  per  year.  That 
amounts  to  a  national  annual  cost  of  $857.3  million. 

In  terms  of  prevention,  we  heard  about  the  Family  Violence  Pre- 
vention Fund  initiative,  and  this  is  very  important.  Our  citizens 
tend  to  think  that  domestic  violence  is  a  private  matter.  We  need 
to  turn  that  around  so  that  people  accept  the  societal  responsibil- 
ity. In  cross-cultural  studies  we  find  that  where  small  communities 
and  neighborhoods  take  responsibility  for  making  sure  that  men 
don't  batter  women,  wife  beating  is  kept  to  a  minimum.  Churches, 
neighborhood  organizations,  workplaces,  and  schools  all  need  to 
take  on  domestic  violence  as  an  issue  that  affects  their  future. 

Before  we  address  the  need  for  primary  prevention  in  our  com- 
munities, we  have  to  make  sure  that  there  are  adequate  shelters 
and  shelter  services  for  victims  who  are  currently  in  danger.  The 
Department  of  Health  and  Human  Services  estimated  that  40  per- 
cent of  battered  women  were  turned  away  from  shelters  due  to  lack 
of  space  in  1990. 

Once  shelter  services  are  assured,  other  prevention  initiatives 
can  begin.  All  programs  designed  to  address  the  prevention  of  vio- 
lence in  general  need  to  have  a  domestic  violence  prevention  com- 
ponent. For  instance,  programs  that  address  the  transition  to  man- 
hood and/or  adulthood  could  have  a  component  on  gender  relations 
and  how  to  prevent  domestic  violence. 

One  of  the  most  important  activities  would  be  to  fund  interven- 
tions with  the  children  of  abused  women.  We  know  that  these  chil- 
dren are  affected  by  violence,  their  health  is  affected,  and  espe- 
cially the  young  men  are  more  likely  to  abuse  their  own  partners 
when  they  grow  up.  Courts  that  deal  with  domestic  violence  need 
to  have  the  resources  to  provide  interventions  for  the  children  in 
these  families  as  well  as  assuring  good  treatment  and  enforced 
court  mandates  for  abusers. 

To  help  prevent  the  homicides,  any  handguns  in  homes  where 
someone  has  been  arrested  for  domestic  violence  should  be  im- 
pounded, and  men  who  have  had  orders  of  protection  for  domestic 
violence  served  against  them  should  not  be  allowed  to  own  hand- 
guns. 

In  summary,  the  American  Nurses  Association  and  the  American 
Medical  Association  have  done  a  great  deal  in  the  last  few  years 
to  address  the  issue  of  domestic  violence.  We  need  to  do  a  g^eat 
deal  more. 

One  of  the  things  we  need  to  know  is  what  interventions  work, 
what  interventions  work  early,  and  what  interventions  are  cul- 
turally appropriate  for  different  cultural  groups.  We  need  research 
to  establish  that.  Until  we  know  what  interventions  work,  physi- 
cians and  nurses  are  unlikely  to  take  action  beyond  just  screenmg. 

Again,  I  thank  you  very  much  for  the  opportunity  to  testify  todav 
and  to  say  that  attitudes  can  only  be  changed  gradually  and  with 
systematic  and  sustained  attention.  Initiatives  to  prevent  and 
counter  domestic  violence  need  to  be  directed  to  both  society  and 
the  health  care  system.  Thank  you. 

[The  prepared  statement  of  Dr.  Campbell  follows:] 


116 


Testimony  before  the  United  States  House  of  Representatives 
Committee  on  Government  Operations 
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Jacquel>Ti  C.  Campbell,  PhD,  RN,  FAAN 

Chair,  Expert  Panel,  American  Academy  of  Nursing 

Member,  AMA  Executive  Committee  on  Family  Violence 

Anna  D.  Wolf  Endowed  Professor,  Johns  Hopkins  Universit>'  School  of  Nursing 

It  is  my  pleasure  to  testif>'  before  this  committee  about  the  extremely  important  issue 
of  domestic  violence.  I  have  been  working  as  a  researcher  and  advocate  in  this  field  for  the 
past  14  years  and  hope  that  1  can  convey  to  you  some  of  my  concern  about  the  women  and 
child  affected  and  the  potential  for  alleviating  and  preventing  the  problem  through  change  in 
our  health  care  response. 

Domestic  Violence  as  a  Public  Health  Issue 

Domestic  violence  is  clearly  a  pubUc  health  problem,  in  terms  of  mortahty,  of  physical 
injury,  of  mental  health  problems,  of  future  health  problems  and  in  terms  of  costs  to  the  health 
care  system.  I  wUl  address  each  of  these  issues  in  turn.  Domestic  violence  is  responsible  for 
the  majorit}'  of  homicides  of  women.  Homicide  is  now  the  leading  cause  of  death  for  young 
African  American  women  and  the  seventh  leading  cause  of  premature  death  for  women  overall 
(DHHS,  1990).  The  majority  of  women  are  killed  by  a  husband,  bov^end  or  ex-husband  or 
ex-boyfriend  and  in  approximately  two  thirds  of  those  cases,  there  is  a  documented  history  of 
^ife  abuse  before  the  woman  was  killed  (Campbell,  1992;  Mercy  &  Saltzman,  1989). 
Similarly,  when  women  kill  men,  they  almost  always  kill  a  husband,  boyfriend  or  ex-husband 
or  ex-boyfriend.  And  in  the  majority  of  those  cases  also,  there  is  a  documented  history  of  wife 
abuse,  with  the  male  partner  also  far  more  likely  to  have  been  the  first  to  show  a  weapon  or 
strike  a  blow  during  the  incident  preceding  the  homicide. 

For  each  committed  homicide,  there  are  many  serious  assaults  that  may  have  ended  in 
deadi  if  not  for  the  intervention  of  the  health  care  s>'stem.  Although  the  outcome  of  those 
cases  is  far  less  tragic,  there  is  still  often  ongoing  health  problems  as  a  result  of  the  injury. 
The  leading  cause  of  both  spinal  cord  injuries  and  ostomies  in  our  inner  cities  is  now  gxmshot 
wounds.  Although  these  injuries  far  more  often  involve  yoimg  men,  when  they  occur  to 
women,  it  is  most  often  the  result  of  domestic  violence.  The  leading  cause  of  female  trauma 
in  urban  emergency  departments  is  domestic  violence,  with  from  10-25%  of  women  in 
emergency  rooms  (depending  on  the  study)  being  the  victims  of  domestic  violence  (Goldberg 
&  Tomlanovich,  1985;  Grisso  et  al.,  1991;  McLeer  et  al.,  1989).  These  women  are  more 
likely  to  return  to  use  emergency  and  other  health  care  services  than  other  women. 

It  is  important  to  realize  that  domestic  violence  is  most  often  a  pattern  of  coercive 
control  of  a  female  partner.  The  National  Victim  Survey  (USD J,  1994)  indicates  that  women 
are  10  times  more  likely  to  be  the  victim  of  serious  assault  from  intimate  partners  than  are 
males.  The  physical  violence  is  accompanied  by  a  context  of  coercive  control  that  also 
involves  ongoing  sexual  abuse,  emotional  degradation,  threats  to  the  woman,  the  children,  her 
family  and  belongings,  financial  control,  and  forced  social  isolation.  One  of  the  most 
important  health  care  issues  is  the  sexual  abuse.  In  my  own  research  and  fix)m  others,  it  is 
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clear  that  at  least  40-45%  of  physically  battered  women  are  also  being  forced  into  sex 
(Campbell  &  Alford,  1989).  Women  report  health  problems  such  as  increased  sexually 
transmitted  diseases  (STD's),  vaginal  and  anal  tearing,  urinary  tract  and  vaginal  infections,  and 
severe  pain  on  intercourse  as  a  result  of  this  violation.  They  are  also  at  increased  risk  for 
AIDS.  If  a  woman  is  being  forced  into  sex,  it  is  obviously  impossible  for  her  to  insist  that  he 
wear  a  condom. 

Other  physical  health  care  problems  that  have  been  associated  with  domestic  violence 
include  premature  deafness,  chronic  irritable  bowel  syndrome,  chronic  pain,  and  immime 
system  disorders.  The  neurological  sequelae  have  yet  to  be  thoroughly  investigated,  but  just 
as  we  know  that  boxers  are  likely  to  develop  neurological  problems  over  time,  it  makes  sense 
that  battered  women  will  also.  The  continuum  of  domestic  violence  is  wide,  ranging  from 
"only"  occasional  pushes  and  shoves  to  homicide  as  I  mentioned.  But  it  tends  to  increase  in 
severity  and  frequency  over  time. 

Another  serious  physical  ramification  is  abuse  during  pregnancy.  The  results  of  one  of 
the  best  studies  conducted  by  my  nursing  colleagues  Drs.  Judith  McFarlane  and  Barbara  Parker 
was  just  published  in  Obstetrics  and  Gynecology  (1994).  They  found  that  20%  of  pregnant 
adolescents  and  14%  of  adult  women  in  their  study  of  1200  African  American,  Hispanic  and 
Anglo  women  were  being  abused  during  that  pregnancy.  The  Hispanic  women,  primarily 
Mexican  American,  were  slightly  but  significantly  less  likely  to  be  abused  during  pregnancy 
than  the  Anglo  and  African  American,  while  the  Anglo  women  were  the  most  frequently  and 
severely  abused.  The  abused  women  overall  were  more  likely  to  enter  prenatal  care  late, 
probably  related  to  the  forced  isolation  I  spoke  of  earlier.  Abuse  during  pregnancy  was  a 
significant  risk  factor  for  lower  birth  weight,  low  maternal  weight  gain,  infections,  anemia, 
smoking  and  use  of  alcohol  or  drugs.  This  study  is  corroborated  by  research  of  my  own  that 
also  showed  an  association  with  inadequate  prenatal  care,  substance  abuse  and  also  showed  an 
association  with  depression  and  anxiety. 

The  children  of  abused  women  are  highly  at  risk  to  be  abused,  probably  especially  those 
abused  during  pregnancy.  There  is  at  least  a  30%  overlap  of  child  abuse  and  wife  abuse,  with 
approximately  30%  the  mothers  of  abused  children  also  being  battered  by  the  father.  Similarly, 
about  30%  of  the  children  of  battered  women  are  also  abused.  These  children  are  also  at  risk 
to  develop  school  problems,  stress  related  health  problems  and  most  importantly,  the  boys  are 
seriously  at  risk  to  grown  up  to  become  more  abused  themselves. 

Another  serious  health  care  ramification  of  domestic  violence  is  the  serious  mental 
health  consequences.  Abused  women  are  most  likely  to  respond  v^th  depression  yet  the  extent 
of  our  major  health  care  problem  of  depression  in  women  that  is  related  to  abuse  has  not  yet 
been  documented  in  large  scale  studies.  In  studies  of  battered  women,  including  my  own, 
approximate  from  30-60%  show  significant  depression  (Campbell,  1989;  Jaffee  et.  al.,  1986). 
In  addition,  from  40-55%  of  battered  women  in  several  samples  have  been  diagnosed  with  Post 
Traumatic  Stress  Disorder  (PTSD).  Post  Traumatic  Stress  is  a  normal  psychological  response 
to  trauma  but  can  compromise  functioning  significantly  without  appropriate  treatment.  More 

2 


85-915  0-95-5 


118 


information  is  needed  about  appropriate  treatment  for  PTSD  in  battered  women,  wboe  tbe 
trauma  is  ongoing. 

The  costs  to  the  health  care  system  are  substantial.  Abused  women  and  their  children 
use  health  care  services  extensively  in  order  to  take  care  of  these  physical  and  emotional 
consequences  (Bergman  &  Brisman,  1991).  A  study  conducted  at  Rush  Presbyterian  Medical 
Center  found  that  the  average  charge  for  medical  ser\ices  provided  to  abused  women,  childrrai, 
and  elders  was  $1,633  per  person  per  year.  That  amounts  to  a  national  annual  cost  $857.3 
million. 

Prevention 

The  Family  Violence  Prevention  Fund  has  recently  initiated  a  national  public  awareness 
campaign  to  help  to  educate  the  public  on  this  issue.  These  television  and  newsmagazine  ads 
are  timely  and  effective  but  more  needs  to  be  done.  Our  citizens  tend  to  think  that  domestic 
violence  is  a  private  matter.  We  need  to  turn  that  around,  so  that  people  accept  the  societal 
responsibilit>^  to  change  our  attitudes  toward  domestic  violence.  Cross  cultural  studies  indicate 
that  where  small  communities  and  neighborhoods  take  responsibility  for  making  sure  that  men 
don't  batter  women,  wife  beating  is  kept  to  a  minimum.  Churches,  neighborhood 
organizations,  work  places  and  schools  all  need  to  take  on  domestic  violence  as  an  issue  that 
affects  their  future.  Before  we  address  the  issue  of  primar)'  prevention  in  om  communities; 
however,  we  need  to  be  sure  that  there  are  adequate  shelters  and  shelter  services  for  victims 
who  are  currently  in  danger.  The  Department  of  Health  and  Human  Services  estimated  that 
40%  of  battered  women  were  turned  away  from  shelters  due  to  lack  of  space  in  1990. 

Once  shelter  services  are  assured,  other  prevention  initiatives  can  begin.  AU  programs 
designed  to  address  the  prevention  of  violence  in  general  need  to  have  a  domestic  violence 
prevention  component.  For  instance,  programs  that  address  the  transition  to  manhood  and/or 
adulthood  covdd  have  a  component  on  gender  relations  and  how  to  prevent  domestic  violence. 
One  of  the  most  important  activities  would  be  to  fund  interventions  with  the  children  of  abused 
women  as  a  group  with  particular  needs  around  processing  the  trauma  of  growing  xip  in  a 
violent  home  and  not  learning  to  be  violent  in  their  own  adolescent  and  adult  intimate 
relationships.  Peer  conflict  resolution  programs  in  schools  need  a  significant  gendo-  conflict 
component  with  attitudes  of  respect  between  young  men  and  women  fostered.  Courts  that  deal 
with  domestic  violence  need  to  have  the  resources  to  provide  interventions  for  the  children  in 
these  famiUes,  as  well  as  assuring  good  treatment  and  enforced  court  mandates  for  the  abusers. 
To  help  prevent  the  homicides,  any  handguns  in  homes  where  someone  has  been  arrested  for 
domestic  violence  should  be  impounded,  and  men  who  have  had  orders  of  protection  for 
domestic  violence  served  against  them  should  not  be  allowed  to  own  a  handgun. 

Psychological  Consequences 

One  of  the  important  steps  that  can  be  taken  is  to  address  ihe  psychological 
consequences  of  abuse  in  our  primary  care  systems.  When  women  report  depression  and  odier 
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mental  health  problems,  a  history  of  childhood  and  adult  violence  experiences  need  to  be  taken. 
Treatment  should  include  abuse  related  interventions  and  referrals  to  shelter  services.  School 
health  programs  need  to  be  addressing  the  psychological  sequelae  of  traumatic  victimization, 
also.  The  incidence  of  domestic  violence  is  sufficient  to  indicate  screening  of  all  adult  women 
in  health  care  systems  for  this  problem.  In  that  way,  the  abuse  can  be  detected  early,  before 
the  patterns  have  become  entrenched  and  the  injuries  and  emotional  responses  severe. 
Treatment  for  domestic  violence  related  issues  needs  to  be  reimbursable  through  private  and 
public  insurance  mechanisms.  Shelter  support  group  services  need  to  be  expanded  across 
communities  so  that  women  have  more  access  to  this  cost  effective  intervention. 

Health  Care  System  Response 

The  interest  of  the  health  care  system  in  the  issue  of  domestic  violence  has  definitely 
increased  in  the  past  two  years  through  a  combination  of  increased  research  results,  official 
attention  to  the  problem  such  as  inclusion  in  the  DHHS  Health  People  2000  document,  and 
mandates  such  as  the  JCAHO  (Joint  Commission  of  the  Association  of  Hospital  Organizations) 
requirements  for  domestic  violence  protocols  and  procedures.  Organizational  attention  from 
the  American  Nurses'  Association  and  the  American  Medical  Association  have  been  extremely 
important.  There  is  still  some  resistance  from  physicians  and  nurses  to  providing  health  care 
system  interventions  to  battered  women,  mainly  in  terms  of  time  and  concerns  related  to 
reimbursement.  The  American  Nursing  Association  and  its  constituent  organizations  and  the 
Nursing  Network  on  Violence  Against  Women  International  are  holding  domestic  violence 
recognition  and  intervention  training  sessions  at  most  of  their  national  and  regional  meetings. 
Many  articles  have  been  written  in  the  nursing  and  medical  journals  and  newsletters  to  alert 
the  constituency  of  the  importance  of  these  problems.  The  Family  Violence  Prevention  Fund 
is  holding  a  national  Train  the  Trainers  Conference  that  is  intended  to  improve  emergency 
department  response  to  abuse  by  providing  training  that  hospital  personnel  can  take  back  to 
their  own  staff.  There  are  an  array  of  new  tasks  forces  and  committees  that  are  addressing  the 
issue.  Most  nurses  are  concerned  about  the  issue  but  feel  frustrated  because  of  time  and  role 
constraints,  as  well  as  stating  that  they  need  more  information  about  appropriate  interventions. 

Although  I  cannot  speak  for  physicians,  I  can  say  that  the  official  response  from  the 
AMA  and  other  state  and  national  physician  groups  has  been  extremely  positive.  The  AMA 
has  provided  extremely  important  leadership  in  this  arena.  Convincing  individual  physicians, 
especially  private  physicians,  that  there  is  a  sufficient  problem  in  their  practice  is  more 
difficult.  Most  women  say  that  they  would  not  find  it  an  invasion  of  privacy  to  be  asked  by 
their  physician  about  domestic  violence,  but  in  this  era  of  stiff  competition,  this  is  still  a 
concern.  There  is  also  a  very  realistic  concern  that  interventions,  especially  at  various  stages 
of  abuse,  have  not  been  tested.  We  need  more  research  on  this  subject  to  determine  the  best 
interventions  and  when  they  should  be  initiated.  Time  constraints  are  also  real,  and  in  some 
studies  it  may  be  more  efficient  for  other  professionals  to  carry  out  domestic  violence 
screeening  and  interventions.  Insurance  providers  need  to  be  convinced  of  the  cost  savings  of 
early  intervention.  There  also  needs  to  be  increased  content  on  domestic  violence  in  medical 
and  nursing  curricula,  on  licensing  exams  and  in  continuing  education.  Although  mandates  can 
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Mr.  Towns.  Thank  you  for  your  testimony. 
Dr.  MacLeod. 

STATEMENT  OF  BRUCE  A.  MACLEOD,  M.D.,  FjV-C^.P^  CHAIR- 
MAN, DEPARTMENT  OF  EMERGENCY  MEDICE»4E,  MERCY 
HOSPITAL  OF  PITTSBURGH 

Dr.  MacLeod.  Thank  you  very  much.  My  name  is  Bruce 
MacLeod.  I  am  a  practicing  emergency  physician  on  the  front  hnes 
of  this  very  important  issue.  Domestic  violence  has  been  a  part  of 
our  society  for  some  time.  We  have  now  begun  to  recognize  its  myr- 
iad of  presentations,  its  consequences,  and  what  might  be  some 
interventions. 

The  syndrome  of  domestic  violence  carries  societal  stigmata  and 
complex  social  interactions.  The  victims  of  domestic  violence  that 
I  have  taken  care  of  in  the  emergency  department  are  afraid, 
ashamed,  and  confused  all  at  the  same  time.  There  are  complex  so- 
cietal expectations  which  might  suggest  that  disputes  between  a 
man  and  a  woman  are  private  matters,  not  to  be  discussed  in  pub- 
lic regardless  of  what  transpires. 

This  reminds  me  of  women  who  began  to  look  at  child  abuse  and 
some  parents  felt  that  their  interaction  with  their  children  was  in- 
deed a  private  matter.  Just  as  it  is  unacceptable  to  abuse  a  child, 
so  too  should  we  expect  the  interaction  between  a  man  and  a 
woman  to  be  compatible  with  the  values  of  human  dignity. 

In  the  emergency  department,  I  see  the  obvious  effects  of  domes- 
tic violence,  the  bruises,  the  broken  bones,  the  physical  trauma.  I 
also  see  the  indirect  presentations  of  domestic  violence,  women  who 
present  with  somatic  complaints  which  are  coping  mechanisms  or 
manifestations  of  the  persistent  stress  of  their  abusive  environ- 
ment. I  also  see  the  cycle  of  generational  violence. 

The  child  learns  domestic  violence  as  a  method  to  settle  inter- 
personal disputes.  This  then  becomes  a  learned  behavior  which 
shows  up  in  the  form  of  child  abuse,  spousal  abuse  and  other  inter- 
personal violence.  Just  as  child  abuse  is  not  a  private  matter,  just 
as  motorcycle  helmets  are  not  a  private  matter,  domestic  violence 
cannot  be  relegated  to  this  fear  of  a  private  matter. 

I  continue  to  see  women  in  abusive  relationships  with  both  phys- 
iological and  psychological  abuse  who  either  don't  recognize  it  or 
feel  that  it  is  their  destiny,  the  hand,  if  you  will,  that  has  been 
dealt  to  them;  that  thev  are  obligated  to  play  out  until  the  end. 

Our  commitment  to  numan  rights  should  extend  to  these  women. 
Why  has  it  taken  us  so  long  to  recognize  this  epidemic  of  domestic 
violence?  In  the  emergency  departments  I  believe  the  delay  is 
multifactorial,  but  with  two  main  reasons — recognition  and  re- 
sources. 

Recognition  of  domestic  violence  victims  requires  a  high  level  of 
suspicion  and  a  victim  willing  to  ask  for  help.  There  has  been  some 
sense  here  today  that  it  might  be  an  easy  process  to  identify  the 
victims  of  domestic  violence.  I  can  assure  you  as  a  practitioner,  it 
is  very  difficult.  The  victims  can  present  to  the  health  care  practi- 
tioner with  ^  wide  variety  of  complaints  beyond  the  obvious  phys- 
ical violence — headaches,  nonspecific  abdominal  pain,  cuts,  bruises. 

This  has  to  be  considered  in  the  context  of  all  the  other  patients 
that  are  seen  that  have  these  complaints  that  do  not  have  domestic 
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violence.  So  to  identify  them  is  very  challenging  for  the  practi- 
tioner. In  our  emergency  department  we  have  implemented  a 
nonjudgmental  private  assessment  form  for  all  women  above  the 
age  of  18  which  the  patient  completes  in  the  privacy  of  the  exam- 
ination room. 

If  she  answers  affirmatively,  the  nurse  or  the  physician  can  ask 
her  if  she  would  like  help  in  any  way,  and  we  do  this  in  a  way  tiiat 
does  not  jeopardize  her  safety.  The  assessment  form  has  been  very 
important  to  the  success  in  identifying  domestic  violence  victims 
with  nonspecific  complaints  or  with  the  seemingly  innocuous  phys- 
ical injury. 

I  believe  that  better  identification  will  come  from  the  institu- 
tionalization of  the  domestic  violence  issue,  throu^  protocols,  as- 
sessment tools,  and  the  like.  I  would  like  to  take  a  moment  to  talk 
about  the  domestic  violence  program  at  the  Mercy  Hospital  of  Pitts- 
burgh. The  Mercy  Hospital  of  Pittsburgh  is  participating  in  the  Do- 
mestic Violence  Medical  Advocate  Program.  We  are  the  urban  cen- 
ter of  the  program,  working  in  conjunction  with  the  Women's  Shel- 
ter of  Pittsburgh,  which  is  the  local  domestic  violence  shelter  for 
the  last  10  years. 

There  are  two  major  thrusts  to  this  program— education  and  pro- 
gram development.  There  has  been  a  domestic  violence  medical  ad- 
vocate, a  specific  person  who  is  charged  with  educating  and  raising 
the  awareness  about  domestic  violence  in  the  hospital,  beginning 
with  the  emergency  department. 

We  have  also  set  up  a  support  and  response  system  so  that  pa- 
tients who  are  identified  anywhere  in  the  hospital  and  wish  to  be 
helped  can  be  given  any  variety  of  options,  including  immediate 
safe  shelter,  follow-up  contact  and  ongoing  group  support.  The  staff 
education  and  private  assessment  tools  nave  dramatically  raised 
the  awareness  and  identification  of  victims  of  domestic  violence. 

We  are  beginning  to  understand  and  identify  the  victims  of  do- 
mestic violence.  Women  in  abusive  relationships  need  to  under- 
stand the  signs  and  to  know  that  there  are  alternatives  which  are 
viable,  safe,  and  available.  Clearly,  there  needs  to  be  a  heightened 
awareness  in  our  society  of  the  characteristics  of  domestic  violence. 

On  the  practical  side,  I  believe  the  greater  identification  will  lead 
to  greater  utilization  and  the  need  for  resources.  If  we  are  going 
to  find  more  of  them,  we  are  going  to  need  more  resources.  The 
Women's  Shelter  of  Pittsburgh  continually  turns  away  patients  on 
a  regular  basis  because  they  are  full. 

Regardless  of  the  current  interventions,  identification  and  early 
intervention  with  victims  of  domestic  violence  is  an  investment  in 
our  future  by  breaking  the  cycle,  the  generational  cycle  of  violence. 
Any  future  health  care  planning  should  place  a  premium  on  values 
of  human  dignity  for  all. 

[The  prepared  statement  of  Dr.  MacLeod  follows:] 
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Domestic  violence  has  been  a  part  of  our  society  for  some  time.  It  is  only 
recently  that  we  have  begun  to  recognize  its  myriad  of  presentations,  its  consequences, 
and  what  might  be  some  interventions.  The  syndrome  of  domestic  violence  carries 
societal  stigma  and  complex  social  interactions.  Victims  of  domestic  violence  that  I  have 
cared  for  in  the  emergency  department  are  be  afraid,  ashamed,  and  confused  all  at  the 
same  time.  TTiere  are  complex  societal  expectations  which  might  suggest  that  disputes 
between  a  man  and  a  woman  are  "private  matters"  not  to  be  discussed  in  public 
regardless  of  what  transpires.  This  reminds  me  of  when  we  began  to  look  at  child  abuse 
and  some  parents  felt  that  their  interaction  with  their  children  was  a  "private  matter". 

Just  as  it  is  unacceptable  to  abuse  a  child,  so  too  should  we  expect  the  interaction 
between  a  man  and  a  woman  to  be  compatible  with  the  values  of  human  dignity.  In 
the  emergency  department  I  see  the  obvious  effects  of  domestic  violence:  the  bruises, 
broken  bones,  the  physical  trauma.  I  also  see  the  indirect  presentations  of  domestic 
violence.  Women  who  present  with  somatic  complaints  which  are  coping  mechanisms  or 
manifestations  of  the  persistent  stress  of  their  abusive  environment-  I  also  see  the  cycle 
of  generational  violence.  The  child  learns  domestic  violence  as  an  method  to  settle 
interpersonal  disputes.  This  then  becomes  a  learned  behavior  which  shows  up  in  the 
form  of  child  abuse,  spousal  abuse,  and  other  interpersonal  violence.  Just  as  child  abuse 
is  not  a  "private  matter",  just  as  motorcycle  helmets  are  not  a  "private  matter", 
domestic  violence  cannot  be  relegated  to  the  sphere  of  a  "private  matter".   I  continue 
to  see  women  in  abusive  relationships,  with  both  psychological  and  physical  abuse,  who 
either  don '  t  recognize  it  or  feel  that  this  is  their  destiny,  the  hand  that  they  were  dealt 
which  they  are  obligated  to  play  out  until  the  end.   Our  commitment  to  human  rights 
should  extend  to  these  women. 

Why  has  it  taken  us  so  long  to  recognize  this  epidemic  of  domestic  violence.  In 
the  emergency  departments,  I  believe  that  the  delay  is  multifactorial  with  the  two  main 
reasons  being:  recognition  and  resources.  Recognition  of  victims  of  domestic  violence 
requires  a  high  level  of  suspicion  and  a  victim  willing  to  ask  for  help.  The  victim  of 
domestic  violence  can  present  to  the  health  care  praaitioner  with  a  wide  variety  of 
complaints  beyond  the  obvious  physical  violence,  such  as:  headaches,  non-specific 
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abdominal  pain,  chest  pain,  and  recurrent  somatic  symptoms.  In  our  emergency 
department  we  have  implemented  a  non-judgmental  private  assessment  form  which  the 
patient  completes  in  the  privacy  of  the  examination  room.  If  she  answers  affirmatively 
the  nurse  or  the  physician  can  ask  her  if  she  would  like  help  in  a  way  which  does  not 
jeopardize  her  safety.    The  assessment  form  has  been  very  important  to  the  success  of 
identifying  domestic  violence  victims  with  non-specific  complaints  or  with  seemingly 
innocuous  physical  injuries. 

I  would  like  to  take  a  moment  to  describe  the  Domestic  Violence  program  at  the 
Mercy  Hospital  of  Pittsburgh.  The  Mercy  Hospital  of  Pittsburgh  is  participating  in  the 
Domestic  Violence  Medical  Advocate  Program  which  is  funded  by  Pennsylvania  State 
legislation  sponsored  by  State  Senator  Allyson  Schwartz.  This  program  is  designed  to 
assess  the  effectiveness  of  a  Domestic  Violence  Medical  Advocate  in  rural,  suburban, 
and  urban  hospital  settings.  We  are  the  urban  center  of  the  program  working  in 
conjunction  with  the  Women "  s  Shelter  of  Pittsburgh.  There  are  two  major  thrusts  of  the 
program:  education  and  program  development.  The  domestic  violence  medical  advocate 
is  charged  with  educating  and  raising  the  awareness  about  domestic  violence  in  the 
hospital  beginning  with  the  emergency  department.    She  has  also  set  up  a  support  and 
response  system  so  that  patients  who  are  identified  ,  anywhere  in  the  hospital,  and  wish 
to  be  helped  can  have  any  variety  of  options  including  immediate  safe  shelter,  follow  up 
contact,  and  ongoing  group  support.  The  staff  education  and  the  private  assessment 
tool  have  dramatically  raised  the  awareness  and  identification  of  victims  of  domestic 
violence. 

We  are  only  beginning  to  understand  and  identify  victims  of  domestic  violence. 
Society' s  view  of  domestic  violence  must  continue  to  move  from  stigmatization  of  the 
victims  and  protection  of  the  abuser.    Women  in  abusive  relationships  need  to 
understand  the  signs  and  to  know  that  there  are  alternatives  which  are  viable,  safe  and 
available.  Clearly  there  needs  to  be  a  heightened  awareness  in  our  society  of  the 
characteristics  of  domestic  violence.  Since  domestic  violence  crosses  socioeconomic  and 
racial  lines,  a  mass  media  campaign  would  have  to  have  a  very  broad  dissemination. 
There  could  also  be  a  campaign  to  raise  the  awareness  of  health  care  providers  of  the 
presentations  of  domestic  violence  in  addition  to  developing  suggestions  for  an  effective, 
tested  assessment  tool. 

Regardless  of  the  current  interventions,  identification  and  early  intervention  with 
the  victims  of  domestic  violence  is  an  investment  in  our  future  by  breaking  the 
generational  cycle  of  violence.  Any  future  health  care  planning  should  place  a  premium 
on  values  of  human  dignity  for  all. 
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^  MeiCKHospital 

Refer?    □  □ 

Yes  No 


Referred  to:. 


DOMESTIC  SAFETY  ASSESSMENT 


Over  the  past  several  years,  domestic  violence  has  come  to  be  recognized  as  an  important,  often 
overlooked,  health  issue  in  our  society.  The  Mercy  Hospital  of  Pittsburgh's  mission  is  to  care  for  our 
patients  who  are  in  need.  We  would  like  to  help  you  identify  whether  you  are  a  victim  of  abuse  or 
neglect  To  receive  help  is  your  decision  -  let  us  know  if  you  have  qu^tions  or  would  like  to 
discuss  your  situation  further.  Following  are  some  questions  to  help  you  and  us  evaluate  if  you  are  in 
an  abusive  situation.  Please  respond  to  them  openly. 

This  information  is  part  of  your  healthcare  record.  Your  responses  will  not  be  released  to  anyone  without 
your  written  consent,  except  as  otherwise  provided  by  law.  If  you  do  not  feel  comfortable  talking  today, 
you  can  call  us  at  232-8310. 

1 .    Do  you  feel  safe  at  home?  D  Yes      D  No 

If  no,  why  do  you  feel  this  way? 


2.  We  all  have  disagreements  -  when  you  and  your  partner  or  a  family 

member  argue,  have  you  ever  been  physically  hurt  or  threatened?  U  Yes      U  No 

3.  Do  you  feel  your  partner  or  a  family  member  controls  (or  tries  to 

control)  your  behavior  too  much?  U  Yes       □  No 

4.  Does  he  /  she  threaten  you?  Dyos  Dno 

5.  Has  your  partner  (or  other  family  member)  ever  hit  pushed,  shoved, 

punched  or  kicked  you?  LJ  Yes      □  No 

6.  Have  you  ever  felt  forced  to  engage  in  unwanted  sexual  acts  /  _ 

contact  with  your  partner  or  other  family  member?  D  Yes      □  No 

If  there  are  problems,  we  would  like  to  help  -  please  let  us  know. 

1 .  Would  you  like  to  discuss  your  situation?  q  q 

2.  Would  you  like  additional  information  on  Domestk:  Violence?  j-j  q 

3.  Declined  referral.  Q  Yes 


MHC-7BIH  (7/93)  (MOOMSAFEI 

L-67000 
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Mr.  Towns.  Thank  you  very  much,  Dr.  MacLeod. 
Dr.  Salber. 

STATEMENT  OF  PATRICIA  R.  SALBER,  MJ).,  FA.CJ:.P^  BOARD 
OF  DIRECTORS,  AMERICAN  COLLEGE  OF  EMERGENCY  PHY- 
SICIANS 

Dr.  Salber.  Good  afternoon.  I  am  Patricia  R.  Salber,  M.D. 
FACEP.  I  am  a  board-certified  emergency  physician,  assistant  chief 
of  the  Emergency  Department  at  Ivaiser  Permanente  Hospital  in 
south  San  Francisco,  and  a  member  of  the  board  of  directors  of  the 
American  College  of  Emergency  Physicians. 

I  am  also  the  president  and  con)under  of  Physicians  for  a  Vio- 
lence-free Society,  a  nonprofit  organization  defeated  to  reducing 
violence  in  America.  I  am  here  today  representing  the  more  than 
17,500  emergency  physicians  who  are  members  of  the  American 
College  of  Emergency  Physicians,  which  is  also  known  as  ACER 
A  battered  woman's  first  opportunity  to  find  support,  assistance 


emergency  medical  services  system.  It  has  been  estimated  that 
somewhere  between  15  to  20  percent  of  all  women  who  present  to 
emergency  departments  for  any  reason  are  there  because  of  the 
health  effects  of  domestic  violence. 

Emergency  physicians  working  in  collaboration  with  prehospital 
providers  have  a  unique  opportunity  to  identify  victims  of  domestic 
violence  and  intervene  to  interrupt  the  cycle  of  violence,  thereby 
preventing  further  abuse.  ACEP  believes  that  emergency  physi- 
cians should  provide  compassionate,  competent,  and  comprehensive 
care  to  victims  of  domestic  violence,  care  that  addresses  not  only 
the  physical  injuries,  the  medical  complaints,  and  the  psychological 
symptoms,  but  care  which  also  addresses  the  source  of  those  health 
issues,  the  domestic  violence  itself. 

By  recognizing  the  scope  of  the  problem  and  undertaking  meas- 
ures for  early  intervention,  emergency  physicians  have  an  oppor- 
tunity^ to  interrupt  the  pattern  of  domestic  violence  in  their  patient 
population  and  provide  more  effective  treatment  for  these  patients. 
ACEP  is  actively  working  to  help  our  member  physicians  improve 
their  response  to  domestic  violence  victims. 

We  know  that  to  be  maximally  effective,  emergency  physicians 
must  prepare  their  departments  and  hospitals  ahead  of  time.  We 
believe  that  every  emergency  department  should  have  written  poli- 
cies and  procedures  to  guide  the  management  of  victims  of  abuse. 
To  assist  in  this  effort,  we  have  developed  a  resource  document 
that  identifies  the  key  elements  essential  for  effective  domestic  vio- 
lence protocols. 

This  document  is  attached  to  the  written  testimony  submitted  for 
this  hearing  today.  Further,  ACEP  believes  that  protocols  must  be 
combined  with  ongoing  training  programs.  These  protocols  and 
training  programs  should  include  information  about  the  definition 
and  dynamics  of  domestic  violence,  specific  guidance  on  how  to 
make  the  diagnosis  and  how  to  assess  the  victims'  safety  as  well 
as  suggested  interventions  and  referrals. 

All  emergency  departments  should  have  up-to-date  written  mate- 
rials with  names  and  telephone  numbers  of  local  shelters,  advocacy 
groups,  and  legal  assistance  organizations  which  can  be  made 


or  protection 


department  or 
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available  to  domestic  violence  victims.  But  emergency  physicians 
must  go  beyond  telephone  numbers  and  addresses.  They  must  es- 
tablish collaborative  relationships  with  both  hospital  and  commu- 
nity-based resources  who  provide  essential  services  to  victims  of  do- 
mestic violence. 

We  understand  that  the  most  effective  programs  for  those  vic- 
tims are  those  that  utilize  all  available  services  and  resources  in 
a  community,  both  within  and  outside  of  the  hospital  environment. 
ACEP  believes  that  educational  programs  in  domestic  violence  are 
essential  for  practicing  emergency  physicians  as  well  as  residents, 
medical  students,  and  prehospital  providers. 

The  college  has  worked  with  other  organizations  to  add  domestic 
violence  to  the  core  content  of  emergency  medicine  for  residency 
programs.  They  have  included  continuing  medical  education 
courses  on  domestic  violence  at  their  annual  scientific  assembly 
and  other  educational  meetings,  and  they  have  published  materials 
on  domestic  violence,  adult  sexual  abuse  and  rape  in  their  award 
winning  home  study  program. 

In  1992  the  college  established  a  domestic  violence  task  force  and 
has  recently  approved  a  policy  entitled,  "Emergency  Medicine  and 
Domestic  Violence,"  that  empnasizes  the  importance  of  the  emer- 
gency department  evaluation  of  patients  for  domestic  violence. 

ACEP  lobbied  for  the  passage  of  the  recently  enacted  Violence 
Against  Women  Act  and  worked  with  more  than  140  organizations 
to  provide  funding  to  existing  programs  in  domestic  violence.  We 
have  also  strongly  supported  the  Centers  for  Disease  Control  activi- 
ties including  actively  lobbying  to  increase  funding  for  the  National 
Center  for  Injury  Prevention  and  Control,  and  I  have  included  in 
the  written  testimony  some  specific  recommendations  about  pro- 
grams and  research  that  the  UDC  should  consider  in  order  to  de- 
crease the  incidence  of  domestic  violence,  and  I  think,  Mr.  Chair- 
man, you  may  be  interested  to  know  that  we  did  have  rec- 
ommendations that  the  CDC  take  a  look  at  interventions  for 
batterers  and  studied  successful  batterer  intervention  programs. 

In  closing,  I  wish  to  reiterate  that  ACEP  believes  that  physicians 
and  particularly  emergency  physicians  can  play  an  important  role 
in  domestic  violence  intervention  and  prevention.  We  are  commit- 
ted to  educating  emergency  physicians  about  the  nature  and  im- 
pact of  violence  in  our  society,  and  we  are  taking  substantive  steps 
toward  reducing  the  epidemic  of  domestic  violence  which  is  grip- 
ping our  Nation  today.  Thank  you. 

[The  prepared  statement  of  Dr.  Salber  follows:] 
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TESTIMONY  OF 
THE  AMERICAN  COLLEGE  OF  EMERGENCi'  PHYSICLANS 


BEFORE  THE 


HOUSE  GO\'ERN>tENT  OPEKmONS  CONMTTEE 
SUBCO.NtMITTEE  ON  ffUMAN  RESOURCES  ASD  INTERGON'ERNMENTAL  REIATIONS 

WEDNESDAY,  OCTOBER  5.  1994 


Good  morning,  I  am  Patricia  K  Salber.  MD,  FACEP.  I  am  a  board  certified  emergency 
ph>"sician.  assistant  chief  of  the  emergeno.-  department  at  Kaiser  Permanente  Hospital  in 
So'Uth  San  Francisco.  CalLfomia.  and  a  member  of  the  American  College  of  Emergency 
Ph^-sician's  (ACEP^i  Board  of  Directors.  I  am  also  the  President  and  co-founder  of 
Ph^"sicians  for  a  Violence-Free  Socier.-.  I  am  here  today  representing  the  more  than 
l",5O0  emergenc\-  ph^-sicians  -v.-ho  are  members  of  ACEP. 

In  my  discussion  today.  I  y.ill  make  se^-eral  major  points.  FirsL  domestic  violence,  is  a 
%s1despread  public  health  problem  that  occurs  among  all  age.  race,  and  socioeconomic 
groups.  Second,  emergenq.-  physicians,  in  a  coordinated  effon  uith  other  health  and 
social  senlce  proMders,  can  play  an  important  role  in  breaking  the  c\cle  of  domestic 
violence.  Third,  education  and  training  in  the  identification,  assessment  and  interv^ention 
in  domestic  violence  should  be  included  in  the  training  programs  for  medical 
professionals,  including  emergenc%-  ph^-sicians.  Fourth,  additional  data  collection  and 
research  is  needed  to  better  understand  and  help  prevent  domestic  violence  and  to  assess 
existing  treatments  for  its  nctims  and  perpetrators.  Finally.  I  vdll  describe  the  activities 
of  the  American  College  of  Emergency-  Physicians  in  addressing  the  epidemic  of  domestic 
violence. 


DEFINmON  .AND  FACTS  .^BOLT  DONfESTIC  MOLENCE 

ACEP  defines  domestic  violence  as  a  part  of  a  pattern  of  coercive  behaviors  which  an 
individual  uses  to  establish  and  maintain  power  and  control  over  another  with  whom 
he,  she  has  or  has  had  an  intimate,  romantic,  or  spousal  relationship.  These  behaviors 
include:  actual  or  threatened  physical  or  sexual  abuse,  psvxhological  abuse,  social 
isolation,  deprivation,  and  intimidation.  Domestic  violence  is  part  of  a  broader  spectrum 
of  family  violence  that  includes  sexual  assault,  child,  and  elder  abuse  and  neglect 
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The  past  twenty  years  have  seen  the  birth  of  a  new  national  awareness  of  die  impact  of 
family  violence  upon  our  national  health  care  resources.  Domestic  violence  has  been 
recognized  by  the  Surgeon  General  as  a  major  public  health  problem  tfiat  has  reached 
epidemic  proportions  in  the  United  States.  It  accounts  for  more  injuries  and  deaths  to 
women  than  rape,  mugging,  and  auto  accidents  combined. 

There  are  no  typical  victims  of  domestic  violence.  It  occurs  among  all  races  and 
socioeconomic  classes,  and  in  families  of  all  educational  backgrounds.  The  individuals 
involved  may  be  living  together  or  separated,  divorced,  or  even  prohibited  from  contact 
by  temporary  or  permanent  restraining  orders. 

The  FBI  estimates  that  a  woman  is  battered  every  5  to  15  seconds,  and  30  percent  of 
women  who  were  murdered  in  1990  were  killed  by  husbands  or  boyfriends.  Violence 
occurs  in  at  least  half  of  all  US  marriages;  and  for  25  percent  of  these  couples,  violence 
is  a  common  occurrence.  Estimates  show  that  1  of  6  women  in  die  United  States  are,  or 
have  been,  victims  of  domestic  violence.  An  estimated  8-12  million  women  in  the  United 
States  are  at  risk  of  being  abused  by  their  current  or  former  intimate  partners. 

The  financial  impact  of  domestic  violence  on  the  health  care  delivery  system  is  enormous. 
A  recent  study  estimates  the  cost  for  caring  for  victims  of  domestic  violence,  including 
prehospital  services,  medical  and  mental  health  care  treatment,  insurance  administrative 
costs,  and  rehabilitation  services  to  be  $1.25  billion  in  1993.*  When  one  considers  in 
addition  the  tremendous  emotional  costs  to  the  victim,  tiieir  family  and  friends,  and  the 
effects  of  domestic  violence  on  the  workplace,  school,  and  die  community  in  general,  it 
is  clear  that  this  is  one  of  the  most  serious  public  health  problems  facing  our  nation 
today. 

ROLE  OF  EMERGENCY  MEDICINE  IN  ADDRESSING  DOMESTIC  VIOLENCE 

Many  victims  of  violence  enter  the  health  care  system  through  the  emergency  medical 
services  system  and  hospital  emergency  departments.  Current  estimates  are  that 
approximately  15  percent  of  women  seeking  care  in  an  emergency  department  for  any 
reason  are  victims  of  domestic  violence.  About  75  percent  of  battered  women  first 
identified  in  a  medical  setting  will  go  on  to  suffer  repeated  abuse.  Consequenriy, 
prehospital  and  emergency  department  healdi  professionals  are  frequendy  called  upon 
to  care  for  victims  of  domestic  violence. 

A  battered  individual's  first  opportunity  to  find  support,  assistance,  or  protection  may 
begin  with  the  emergency  medical  services  system  and  dieir  local  emergency  department. 
Emergency  physicians,  working  in  collaboration  with  prehospital  providers,  are  uniquely 
positioned  to  identify  domestic  violence,  interrupt  die  cycle  of  violence,  and  prevent 


'Miller  T.  R.,  Cohen  M.  A..  Wiersema  B..  Cnme  w  l/ie  U.S..  yicUm's  Cosls  and  Consequences 
discussion  draft,  National  Public  Service  Research  Institutes.  August  1994. 
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further  abuse. 

Pre-hospital  care  and  domestic  violence 

Pre-hospital  providers  of  health  care,  Including  emergency  medical  technicians  and 
paramedics,  are  often  the  first  point  of  contact  between  the  victims  of  domestic  violence 
and  the  emergency  medical  services  (EMS)  system.  For  domestic  violence  cases, 
specialized  training  is  needed  for  EMS  professionals  to  address  scene  dynamics,  the 
potential  for  harm  to  the  health  care  provider,  and  the  need  for  special  documentation 
and  communications. 

ACEP  recommends  die  revision  of  the  initial  educational  curricula  of  prehospital 
providers  to  encourage  training  in  the  treatment  of  victims  of  domestic  violence.  This 
would  include  the  recognition  of  victims  and  injury  patterns,  an  understanding  of  the 
cycle  of  abuse  and  how  this  affects  care,  scene  safety,  preserx^ation  of  evidence  and 
documentation  requirements.  ACEP  would  also  recommend  that  continuing  education 
programs  be  implemented  to  reach  those  personnel  who  have  already  received  initial 
training. 

Detection  of  domestic  violence  and  the  barriers  to  physician  intervenrion 

Emergency  physicians  should  provide  compassionate,  competent  and  comprehensive  care 
that  addresses  not  only  physical  injuries,  or  medical  or  psychological  symptoms,  but  the 
source  of  those  injuries  as  well.  Battered  individuals  present  to  emcrgenc>'  departments 
with  a  myriad  of  complaints,  some  of  which  are  physical  injuries.  But  victims  may  also 
seek  care  in  the  emergency  department  with  a  variety  of  medical  presentations  such  as 
anxiety,  depression,  chronic  pain  syndrome  (such  as  headache,  pelvic  pain,  and  chest  pain 
syndromes).  By  recognizing  the  scope  of  the  problem  and  undertaking  measures  for 
early  intervention,  emergency  physicians  may  be  able  to  interrupt  the  pattern  of  domestic 
violence  in  their  patient  population,  therefore  providing  a  more  effective  treatment  for 
these  patients. 

Detection  of  domestic  violence  is  a  real  challenge  for  emergency  physicians.  Studies 
indicate  that  the  detection,  documentation,  and  treatment  of  domestic  violence  victims  in 
the  emergency  department  needs  to  be  improved.^  ACEP  believes  that  emergency 
physicians  and  other  hospital  emergency  department  staff  must  first  recognize  and 
address  the  barriers  that  can  prevent  detection. 

Some  of  these  barriers  are  described  below: 


^Centers  for  Disease  Control  and  Prevention,  Emergency  Department  Response  to 
Domestic  Violence  -  California.  1992.  JournaJ of  iJie  American  Medica J Assoda lion 
1993:270:10:1174-1176. 
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*  Lack  of  familiarity  with  the  emotional,  psychological,  and  social  issues  which  can 
predispose  a  victim  to  continue  to  return  to  abusive  environments. 

*  Lack  of  familiarity  with  the  clinical  presentations  of  domestic  violence. 

*  Misconceptions  about  abuse  which  prevents  medical  professionals  from 
considering  this  possibility  with  their  patients.  For  example,  they  may  be 
concerned  that  they  should  not  intrude  into  the  family  unit,  or  feel  that  if  victims 
wanted  to,  they  could  leave  the  abusive  situation. 

*  Emergency  physicians  are  trained  in  the  rapid  recognition  and  stabilization  of  acute 
medical  emergencies,  and  may  place  less  emphasis  on  psychosocial  factors  of  their 
patients'  illness  and  injury.  And  the  acute,  episodic  nature  of  the  care  they 
provide  places  them  at  a  disadvantage  for  recognizing  the  progressive  signs  and 
symptoms  of  domestic  violence  in  their  patients. 

*  Medical  personnel  may  miss  the  diagnosis  of  domestic  violence  because  the  signs 
of  violence  can  vary  depending  upon  the  type  of  abuse  and  the  victim's  position 
in  the  family.  Abused  children  may  be  passive  or  withdrawn;  adults  may  be 
reluctant  to  speak  of  the  problem  or  not  volunteer  the  information;  or  the 
physician  may  fail  to  ask  directly  about  the  possibility  of  abuse. 

However,  since  emergency  physicians  are  among  the  first  non-family  members  to  whom 
the  victim  turns  for  help,  they  have  a  special  opportunity  and  responsibility  to  intervene 
when  possible.  ACEP  is  working  to  better  educate  all  emergency  physicians  about  the 
signs  of  abuse  and  ways  that  physicians  can  appropriately  intervene. 

IMPROVING  THE  EMERGENCY  DEPARTMENT  RESPONSE  TO  DOMESTIC  VIOLFNCE 

ACEP  is  taking  several  important  steps  in  order  to  improve  the  emergency  department 
response  to  domestic  violence  victims  and  assist  emergency  physicians  in  dealing  more 
effectively  with  this  issue.  Because  there  is  such  a  variety  of  manifestations  of  domestic 
violence,  ACEP  believes  that  emergency  physicians  should  consider  domestic  violence  in 
evaluating  patients  presenting  to  the  emergency  department.  It  is  the  policy  of  ACEP  that: 

*  the  identification  and  assessment  for  domestic  violence  is  an  important,  specialized 
part  of  the  evaluation  of  the  emergency  patient; 

*  emergency  medical  services  (EMS),  medical  school,  and  emergency  medicine 
residency  training  programs  should  incorporate  training  for  identification, 
assessment,  and  intervention  in  domestic  violence  in  their  curricula; 
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*  a  collaborative  interdisciplinary  approach  with  emergency  physician  leadership 
should  be  used  to:  collect  data  on  the  incidence  and  extent  of  domestic  violence, 
develop  clinical  and  academic  research  on  domestic  violence,  and  use  this 
information  to  detect,  diagnose,  and  intervene  with  these  patients; 

*  hospitals  should  develop  multi-disciplinary  approaches  including  policies  and 
protocols  for  emergency  department  identification,  treatment,  and  referral  of 
domestic  violence  patients; 

*  the  special  nature  of  and  the  necessary  resources  for  the  domestic  violence 
screening  evaluation  and  examination  should  be  recognized. 

Domestic  violence  identification,  assessment  and  intervention  in  the  ED 

As  there  is  no  unique  presentation  for  victims  of  domestic  violence,  ACEP  recommends 
that  emergency  physicians  routinely  question  patients  about  domestic  violence.  A  simple 
questionnaire  may  be  helpful  in  detecting  victims  of  domestic  violence.  Screening  should 
start  witii  the  triage  nurse  and  continue  throughout  the  emergency  department  evaluation 
process.  All  patients  should  be  screened  privately.  Patients  should  be  reassessed  by  the 
physician,  just  as  for  any  medical  illnesses.  Emergency  physicians  should  become  familiar 
with  techniques  to  separate  panners  or  caretakers  who  refuse  to  leave  during  the  patient's 
evaluation. 

Just  as  are  assessments  for  smoking,  drinking,  drugs,  and  sexual  history,  domestic 
violence  assessment  should  be  considered  as  a  routine  part  of  every  history.  Domestic 
violence  victims  often  present  to  the  emergency  department  with  complaints  that,  on  the 
surface,  may  have  no  apparent  relation  to  violence.  Without  a  careful  and  directed  history 
to  address  the  issue  of  domestic  \iolence,  information  will  be  lost.  Most  victims  will  be 
relieved,  rather  than  offended,  by  direct,  non-judgmental  questions. 

Physicians  can  gain  clues  from  observing  the  patient  and  his  or  her  partner.  The  patient 
may  seem  evasive,  embarrassed  or  inappropriately  unconcerned  with  his  or  her  injuries 
while  the  parmer  may  be  overly  solicitous  and  answer  questions  for  the  patient.  Or,  the 
partner  may  be  openly  hostile,  defensive  or  aggressive,  setting  up  communication  barriers 
between  emergency  personnel  and  the  patient. 

Increased  attention  to  detail  is  critical  in  detecting  signs  of  domestic  violence  in  the 
physical  examination.  Patients  should  be  thoroughly  examined  for  concealed  bruising 
and  other  injuries.  Maintaining  comprehensive  and  exact  documentation  is  of  great 
importance  for  domestic  violence  victims.  If  injuries  are  inconsistent  with  the  history,  this 
should  be  addressed  with  the  patient  in  a  non-confrontational  manner.  The  patient 
should  be  reminded  that  violence  can  escalate  over  time.  Even  if  the  patient  still  denies 
violence,  the  message  of  concern  has  been  delivered  and  the  patient  is  aware  of  a 
potential  resource. 
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Since  the  patient's  safety  is  a  high  priority,  physicians  or  other  emergency  department  staff 
should  try  to  determine,  along  with  the  patient,  if  it  is  safe  for  the  patient  to  return  home. 
The  patient  should  be  given  some  simple  but  powerful  messages:  (1)  She  is  not  alone; 
there  is  help  available;  (2)  The  emergency  physician  and  the  emergency  department  staff 
care;  and,  (3)  She  does  not  deserve  to  be  beaten.  The  patient  should  be  advised  of  all 
options,  including  legal  and  community  service  alternatives,  and  should  be  empowered 
to  make  the  best  decision  for  herself. 

Incorporating  domestic  violence  topics  in  the  education  of  emergency  providers 

ACEP  believes  that  curricula  and  continuing  medical  education  programs  should  be 
established  for  practicing  emergency  physicians,  residents,  medical  students  and  EMS 
providers  about  the  prevalence  and  significant  medical,  financial  and  psychosocial 
consequences  of  domestic  violence.  In  fact,  residency  training  programs  in  emergency 
medicine  are  already  required  to  educate  residents  in  domestic  violence,  and,  additionally, 
the  specialty  of  emergency  medicine  is  in  the  process  of  improving  and  focusing  these 
requirements. 

ACEP,  in  cooperation  with  the  American  Board  of  Emergency  Medicine,  and  the  Society 
for  Academic  Emergency  Medicine,  is  revising  and  updating  the  Core  Conteitt  for 
Emergency  Medicine.  ACEP  has  recommended  that  the  new  version  include  a  more 
focused  emphasis  on  domestic  violence  detection  and  treatment.  The  Core  Content  is  a 
document  used  to  guide  the  education  and  training  of  emergency  medicine  residents  in 
both  clinical  and  didactic  elements  of  emergency  medicine.  The  Emergency  Medicine 
Residency  Review  Committee,  a  body  of  the  Accreditation  Council  on  Graduate  Medical 
Education,  uses  the  Core  Content  list  to  evaluate  the  resulting  curricula  developed  by 
residency  programs  in  emergency  medicine.  The  Core  Content  is  also  used  by  ACEP  in 
developing  its  continuing  medical  education  programs  for  emergency  physicians. 

The  current  version  of  the  Core  Content  already  cites  family  violence  as  a  topic  to  be 
covered  in  numerous  clinical  and  management  categories.  Curricula  covering  pediatric 
disorders,  for  example,  should  address  abuse  including  subtopics  of  neglect,  physical 
abuse,  and  sexual  abuse.  The  urogenital/gynecological  category  directs  that  sexual  assault 
be  covered. 

Legislation  that  would  require  all  health  profession  schools  to  incorporate  a  HHS- 
approved  curriculum  on  domestic  violence  or  face  a  loss  of  federal  grant  funding  has 
been  introduced  by  Congressman  Ron  Wyden  and  Senator  Barbara  Boxer  in  HR  3207. 
Rather  than  promoting  education  in  domestic  violence  through  penalties,  ACEP  would 
prefer  an  approach  that  addresses  the  issue  in  a  manner  that  would  allow  each  health 
professions  institution  to  develop  its  own  curriculum  in  the  area,  within  the  framework 
of  accreditation  guidelines.  ACEP  has  learned  that  such  an  approach  was  developed 
jointly  by  Congressman  Wyden  and  the  Association  of  American  Medical  Colleges  earlier 
this  year,  and  was  intended  to  be  included  as  an  amendment  to  the  Health  Security  Act. 
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Although  the  demise  of  comprehensive  health  care  reform  effectively  eliminated  this 
option  this  year,  ACEP  would  support  such  legislation  in  the  next  Congress. 

Collaborative  approaches  on  data  collection  and  research  in  domestic  violence 

ACEP  strongly  supports  the  Centers  for  Disease  Control  and  Prevention  (CDC)  activities 
related  to  preventing  injuries  and  deaths  caused  by  \'iolence  against  women.  The  College 
has  actively  lobbied  to  increase  funding  to  the  CDC's  National  Center  for  Injury 
Prevention  and  Control.  Through  working  collaboratively  with  public  and  private 
organizations  in  the  prevention  of  \'iolence  against  women,  CDC  has  been  successful  in 
helping  to  make  domestic  \iolence  a  priority  in  the  United  States. 

Additional  data  collection  and  research  is  needed  in  order  to  better  describe  and  track 
domestic  violence,  to  determine  the  effectiveness  of  specific  interventions  in  preventing 
family  and  intimate  \1olence,  and  to  identify  factors  associated  with  domestic  violence  that 
are  able  to  be  modified. 

Some  of  the  areas  in  which  research  should  be  expanded  are  outlined  below: 

*  Current  domestic  \iolence  models  focus  more  heavily  on  treatment  than  on 
prevention  of  the  problem.  Therefore,  research  on  the  causes  and  prevalence  of 
domestic  \iolence  is  vital.  In  addition,  research  to  substantiate  the  effectiveness  of 
prevention  programs  is  not  available,  but  should  be  supported.  ACIiP  believes  that 
each  state  should  work  cooperatively  toward  uniformity  in  data  collection 
procedures,  and  that  funds  should  be  available  to  support  this  effort. 

*  Studies  to  determine  the  effectiveness  of  current  laws,  investigative  procedures,  and 
intervention  or  treatment  programs  are  needed.  For  instance,  although  most 
states  have  laws  which  require  that  criminal  assault  be  reported,  a  few  states,  such 
as  California  and  Arizona,  specifically  require  that  domestic  violence  be  reported. 
However,  there  is  currently  not  enough  data  available  to  indicate  whether 
mandatory  reporting  ensures  or  diminishes  the  safety  of  adult  victims  of  domestic 
violence.  The  experience  in  California,  where  a  mandatory  reporting  law  went  into 
effect  in  January,  1994,  is  that  some  women  may  choose  not  to  access  emergency 
departments  or  other  health  care  providers  because  they  do  not  want  the  incident 
reported  to  police. 

*  Research  is  needed  to  determine  the  factors  that  predispose  individuals  to  become 
perpetrators  of  family  and  other  forms  of  violence.  Once  these  factors  are 
identified  and  confirmed,  early  interv^ention  programs  should  be  designed  for 
individuals  likely  to  become  perpetrators. 

*  The  rate  of  recidivism  in  battery  treatment  programs  for  perpetrators  is  high. 
However,  because  some  individuals  are  successful  in  changing  their  abusive 
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behavior,  research  should  be  conducted  into  determining  which  factors  are 
important  in  changing  this  behavior. 

*  Support  is  needed  for  the  development  of  community-wide  programs  that  go 
beyond  improving  the  response  for  victims  of  domestic  violence,  and  attempt  to 
change  community  attitudes  in  order  to  make  domestic  violence  unacceptable.  For 
example,  the  Family  Violence  Prevention  Fund  has  published  an  educational 
campaign  called,  "There  Is  No  Excuse  For  Domestic  Violence"  aimed  not  just  at 
victims  and  perpetrators,  but  at  community  attitudes. 

*  Support  for  the  increased  use  of  E  codes  is  important.  ACEP  has  long  promoted 
the  use  of  E  codes  by  emergency  physicians.  E  codes,  or  external  cause  of  injury 
codes,  are  a  supplement  to  the  International  Classification  of  Diseases  codes,  which 
provide  a  systematic  way  to  classify  cause  of  injury  information  that  doctors, 
nurses,  paramedics,  and  social  workers  may  put  in  the  patient's  medical  record. 
They  may  be  grouped  into  large  categories  to  classify  falls,  firearm  injuries, 
assaults,  etc.,  they  may  be  precise,  such  as  E967  -  Child  Battering  and  Other 
Maltreatment.  Although  there  are  none  that  specifically  address  adult  domestic 
violence,  E  codes  are  helpful  in  that  they  recreate  a  picture  of  the  specific 
circumstances  of  an  injury,  and  in  conjunction  with  other  data,  E  codes  become 
the  foundation  for  many  injury  prevention  activities  to  make  communities  safer. 

Development  of  multi-disciplinary  policies  and  protocols  for  the  emergency  department 

The  Public  Health  Service's  national  health  objective  for  the  year  2000  calls  for  at  least  90 
percent  of  hospital  emergency  departments  to  have  protocols  for  routinely  identifying, 
treating,  and  referring  victims  of  sexual  assault  and  spouse  abuse.  To  contribute  to 
meeting  this  goal,  in  1992,  the  Joint  Commission  on  the  Accreditation  of  Health  Care 
Organizations  instituted  a  requirement  that  all  emergency  departments  and  ambulatory 
care  facilities  have  written  policies  and  procedures  to  guide  the  identification  and  care 
of  victims  of  domestic  violence,  including  elder  abuse,  child  abuse,  and  sexual  assault. 
For  all  of  these  conditions,  the  Joint  Commission  now  requires  that  hospital  procedures 
address  patient  consent;  examination  and  treatment;  the  hospital's  responsibility  for  the 
collection,  retention,  and  safeguarding  of  specimens,  photographs,  and  other  evidentiary 
material;  and,  as  legally  required,  notification  and  release  of  information  to  the  proper 
authorities.  The  Joint  Commission  also  requires  that  a  list  of  referral  agencies  be  kept; 
that  the  medical  record  adequately  document  examination,  treatment,  and  referral;  and 
that  staff  be  educated  about  identifying  and  treating  abused  patients. 

As  a  resource  for  this  effort,  ACEP  has  developed  a  document  that  identifies  the  key 
elements  for  domestic  violence  protocols  (attached).  Further,  ACEP  believes  that  on-going 
protocols  and  training  programs  for  emergency  department  personnel  should  include 
information  about  the  definition  and  psychodynamics  of  domestic  violence,  specific 
information  on  making  the  diagnosis,  and  suggested  interventions.  To  avoid  confusion 
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and  standardize  responses,  the  loles  of  all  health  care  professionals,  including  nurses, 
physicians,  social  service  providers  and  others,  should  be  clearly  defined  in  these 
protocols. 

Every  emergency  department  should  have  written  material  with  the  name  and  telephone 
numbers  of  local  shelters,  advocacy  groups  and  legal  assistance  that  can  be  provided  if 
the  patient  feels  it  is  safe  to  do  so.  Emergency  physicians  should  be  encouraged  to 
establish  relationships  with  these  community  resources,  including  developing  an 
understanding  of  their  capacity  and  philosophy.  They  need  to  know  how  law 
enforcement  and  prosecutors  respond  to  cases  of  domestic  violence,  and  the  reporting 
requirements  in  their  states. 

The  most  effective  programs  for  managing  the  victims  of  domestic  violence  will  be  those 
that  utilize  all  available  services  and  resources,  both  within  and  outside  of  the  hospital 
environment.  Therefore,  ACEP  strongly  believes  that  an  effective  approach  to  dealing  with 
domestic  violence  requires  a  well-planned,  collaborative  effort.  In  addition  to  physicians, 
these  efforts  must  involve  the  security  services  and  other  ancillary  staff  in  these  plans  in 
order  to  provide  the  comfort  and  security  essential  for  effective  intervention.  In  addition, 
comprehensive  intervention  with  victims  of  domestic  violence  will  require  the  involvement 
of  services  external  to  the  hospital.  ACEP  encourages  emergency  departments  to  become 
full  and  active  participants  in  a  coordinated  community  response,  including  resources 
such  as  law  enforcement,  legal  advocacy,  women's  and  homeless  shelters,  counseling 
services,  support  groups,  child  care  services,  and  other  social  service  organizations. 


OTHER  ACEP  INITIATIVES 

ACEP  and  its  members  are  actively  involved  in  efforts  to  break  the  cycle  of  domestic 
violence. 

*  ACEP  lobbied  for  passage  of  the  recently  enacted  Violence  Against  Women  Act  and 
worked  with  more  than  140  organizations  to  provide  funding  to  existing  programs 
for  domestic  violence  victims. 

*  An  ACEP  Domestic  Violence  Task  Force  was  established  in  1992  and  this  year,  the 
issue  is  being  addressed  by  our  Trauma  Care,  Violence  and  Injury  Control 
Committee. 

*  In  1992,  ACEP's  Board  of  Directors  approved  a  policy  on  elder  abuse  and  neglect 
that  emphasizes  the  responsibility  of  emergency  physicians  to  recognize,  manage, 
and  when  appropriate,  report  suspected  cases  of  elder  abuse. 
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*  In  September  of  1994,  ACEP's  Board  of  Directors  approved  the  policy,  "Emergency 
Medicine  and  Domestic  Violence"  that  emphasizes  emergency  physicians  should 
consider  domestic  violence  in  evaluating  patients  presenting  to  the  emergency 
department. 

*  ACEP  has  prepared  materials  on  child  physical  abuse,  sexual  abuse  and  neglect  for 
the  Advanced  Pediatric  Life  Support  (APLS)  course  instruction  manuals.  The 
College  has  also  published  home  study  program  materials  on  rape,  adult  sexual 
abuse,  suspected  child  abuse,  geriatric  abuse,  and  domestic  violence.  Since  1991, 
ACEP's  annual  scientific  meeting  has  included  continuing  medical  education 
courses  on  domestic  violence. 

*  In  March  of  1994,  ACEP  was  a  co-sponsor  of  the  AMA's  National  Conference  on 
Family  Violence,  Health  and  Justice.  This  invitational  conference  was  intended  to 
improve  the  response  of  the  health  and  justice  systems  to  family  violence  and 
foster  collaboration  among  the  various  organizations  present.  Two  emergency 
physician  members  of  ACEP,  including  myself,  participated  on  a  medical  panel  that 
examined  the  difficulties  a  victim  of  domestic  violence  may  encounter  in  accessing 
both  the  medical  system  and  the  justice  system. 

*  ACEP  hosted  the  AMA's  National  Advisory  Council  on  Family  Violence  meeting  in 
Dallas  Texas  in  April,  1994.  ACEP's  Vice  President,  Dr.  Larry  Bcdard,  FACEP  is  the 
Chairman  of  this  Advisory  Council's  Steering  Committee.  There  are  also  several 
other  emergency  physicians  on  this  council. 

Several  of  ACEP's  state  chapters  have  made  strong  in-roads  on  the  issue  of  domestic 
violence  with  the  media  and  the  public. 

*  The  New  York  ACEP  chapter  held  a  conference  on  domestic  violence  and  abuse 
that  garnered  attention  and  spurred  emergency  physicians  in  other  states  to  focus 
on  the  issue. 

*  ACEP's  California  emergency  physicians  held  a  seminar  on  violence  in  1993  which 
attracted  national  media  attention.  California  ACEP  also  worked  with  state 
legislators  to  formulate  legislation  to  improve  the  response  to  domestic  violence. 

*  The  Ohio  and  Maine  chapters  of  ACEP  have  developed  protocols  and  collected  a 
great  deal  of  information  about  recognizing  and  treating  victims  of  violence  in  the 
emergency  department.  Other  state  chapters,  such  as  Pennsylvania  and  New 
Jersey,  have  been  active  in  this  area  by  providing  information  to  members  in 
monographs,  newsletters,  and  other  materials. 
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*  Emergency  physicians  in  Hawaii  received  an  ACEP  chapter  grant  for  FY  1992-1S>93 
to  de\'elop  an  educational  tool  for  physicians  on  domestic  \1olence  prevention  I: 
also  initiated  a  campaign  called  "Blow  the  N'V'hisde  on  Molence".  uith  suppon:  rrcrr. 
ACEP,  as  well  as  broad  community  and  corporate  support. 

CONCLUSION 

ACEP  believes  that  physicians,  and  particularly  emergenc>'  ph\-sicians,  have  a  powerful 
voice  in  the  campaign  against  domestic  \1olence.  Emergenq.-  physicians  have  credibilit)' 
in  the  communities  in  which  they  pro\"ide  care  for  people.  ACEP's  acti\1ties  are  intended 
to  educate  ph>-sicians  about  the  nature  and  impact  of  >iolence  on  society  and  take  steps 
toward  breaking  the  c>'cle  of  domestic  %iolence  across  this  nation.  In  order  to  accomplish 
tfiis.  the  College  must  ensure  that  physicians  have  the  necessary-  information  and  support 
to  incorporate  violence  prevention  into  their  practices. 

ACEP  appreciates  the  opportunity  to  present  our  views  in  this  very  lmf>orcant  hearing.  We 

would  be  pleased  to  continue  to  assist  the  Committee  in  the  future.  I  would  be  happy  to 
address  your  questions  on  this  topic. 
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ATTACHMENT 


LIST  OF  KEY  ELEMENTS  OF  FAMILY  VIOLENCE  PROTOCOLS 


1.  Criteria  for  Identification  must  address: 

physical  assault 

sexual  assault 

abuse  or  neglect  of: 
elders 
spouses 
partners 
children 

persons  with  disabilities 

2.  Procedures  for  Evaluation  must  address: 

patient  consent  for: 

medical  examination 
collection  of  evidence 
release  of  information 
photographs 

roles  and  responsibilities  of  members  of  ED  staff: 
EMS 

security  staff 
intake  staff 
triage  staff 
social  services 
provider  staff: 

interview 

examination 

collection  of  physical  evidence 
photographing  injuhes 
reporting  the  incident 
patient  confidentiality 
treatment  plan 

hospital's  responsibility  for  chain  of  evidence 

notification  of  and  release  of  information  to  proper  authorities  as  required 
in  each  state 
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Key  Eiements/Domestic  Violence  Protocols 

Page  2 

Consideration  of  Safety  of  patient  and  provider  staff 

Referral  to  another  location  or  organization  for  evaluation  and  treatment  when 
appropriate 

Aftercare  and  referral  to  community  agencies 

Medical  record  Documentation  must  include: 
examinations 
treatment 
referrals 

reporting  as  required  by  state  \av^ 

Education  plan  for  staff,  must  include  providing  emotional  support  for  staff 

Prevention,  which  should  include: 
risk  assessment 
interaction  with  batterer 
patient  education 
community  issues 

Quality  Assessment  and  Management  program 

Appendices 
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Mr.  Towns.  Thank  you  very  much,  Dr.  Salber. 
Dr.  Goodman. 

STATEMENT  OF  LISA  GOODMAN,  Ph.D.,  AMERICAN 
PSYCHOLOGICAL  ASSOCIATION 

Dr.  Goodman.  Thank  you,  Mr.  Chairman.  My  name  is  Lisa 
Goodman,  and  I  am  pleased  to  be  here  today  on  behalf  of  the  Amer- 
ican Psychological  Association  to  discuss  the  mental  health  effects 
of  domestic  violence.  I  am  an  assistant  professor  of  psychology  at 
the  University  of  Maryland  at  College  Park.  I  am  also  cochair  of 
the  American  Psychological  Association's  task  force  on  male  vio- 
lence against  women  and  coauthor  of  the  book  that  summarizes  the 
work  of  that  task  force.  The  book  is  titled,  "No  Safe  Haven:  Male 
Violence  Against  Women  At  Home,  At  Work,  And  In  The  Commu- 
nity-  , 

The  task  force  on  male  violence  against  women  was  established 
by  the  American  Psychological  Association  in  the  fall  of  1991.  Its 
mandate  was  to  review  psychological  research  on  violence  against 
women,  to  describe  existing  interventions  and  to  recommend  edu- 
cation, research,  training,  and  policy  initiatives  to  address  the 
problem. 

My  testimony  today  will  focus  first  on  domestic  violence  as  a 
public  health  issue.  I  will  then  review  what  is  known  about  the 
psychological  effects  of  domestic  violence  and  briefly  outline  rec- 
ommendations in  the  areas  of  treatment  and  research.  Since  my 
time  is  limited,  I  request  that  my  written  statement  be  submitted 
for  the  record. 

Mr.  Towns.  Without  objection. 

Dr.  Goodman.  Glad  to  near  it.  Domestic  violence  is  a  serious  and 
widespread  problem  that  affects  women  of  all  racial,  ethnic,  and  so- 
cioeconomic groups.  As  you  have  heard  today,  experts  estimate  that 
nationally  as  many  as  4  million  women  are  severely  assaulted  by 
their  male  partners  in  an  average  12-month  period,  and  that  a 
minimum  of  21  percent  of  all  women  will  be  physically  assaulted 
by  an  intimate  male  at  least  once  during  adulthood. 

For  the  women  affected,  this  violence  takes  a  tremendous  phys- 
ical and  psychological  toll.  While  some  may  view  domestic  violence 
as  a  private  matter,  the  fact  that  battering  is  the  single  most  com- 
mon cause  of  injury  to  women  between  the  ages  of  15  and  44  clear- 
ly indicates  that  domestic  violence  is  a  public  health  problem  of 
major  proportions. 

Women  who  are  abused  by  their  male  partners  suffer  a  wide 
range  of  physical  injuries,  including  bruises,  cuts,  torn  ligaments, 
and  bone  fractures.  They  also  frequently  suffer  psychological  inju- 
ries, such  as  severe  depression,  acute  anxiety  and  chronic  insom- 
nia. These  psychological  injuries  can  be  iust  as  traumatic  and  dam- 
aging as  physical  effects,  but  may  take  longer  to  heal  and  in  many 
cases  may  never  heal  if  the  woman  is  unable  to  obtain  appropriate 
treatment. 

Women's  emotional  reactions  to  domestic  violence  follow  a  typical 
pattern.  During  the  actual  assault,  the  woman's  primary  focus  is 
on  self-protection  and  survival.  In  the  aftermath  of  the  assault,  the 
woman  may  experience  severe  levels  of  depression,  thoughts  of  sui- 
cide, and  actual  suicide  attempts.  In  addition,  she  may  use  drugs 
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or  alcohol  in  an  effort  to  find  some  temporary  psychological  escape 
from  the  abuse. 

Over  the  past  few  years,  studies  have  shown  that  many  of  the 
symptoms  women  develop  when  they  are  abused  taken  together  are 
indications  of  post  traumatic  stress  disorder.  This  psychological  dis- 
order is  seen  often  in  soldiers  who  have  fought  in  military  combat, 
prisoners  of  war,  victims  of  torture,  and  people  who  have  survived 
natural  disasters  such  as  earthquakes  and  floods. 

Symptoms  of  PTSD  include  long-term  fear  or  terror,  frequent 
nightmares  and  flashbacks  to  the  traumatic  incident,  chronic  anxi- 
ety and  hypervigilance,  denial,  avoidance,  loss  of  memory  for  parts 
of  the  traumatic  episodes,  and  psychic  numbing. 

Although  the  task  force  developed  a  broad  range  of  recommenda- 
tions, I  would  like  to  focus  here  on  those  involving  mental  health 
treatment  and  research. 

While  it  is  important  to  increase  the  general  public's  awareness 
of  the  psychological  toll  of  domestic  violence,  as  you  have  heard 
here  today  it  is  essential  that  efforts  also  be  made  to  educate 
health  and  mental  health  providers.  If  mental  health  service  pro- 
viders who  treat  women  are  unaware  that  domestic  violence  may 
be  a  cause  of  women's  psychological  difficulties,  they  will  be  un- 
likely even  to  ask  female  clients  whether  they  have  been  victims 
of  domestic  violence,  let  alone  to  design  appropriate  interventions. 

Mental  health  interventions  for  female  victims  of  violence  should 
therefore  include  the  following:  Routine  screening  for  histories  of 
victimization;  safety  planning;  coordination  with  grassroots  serv- 
ices, such  as  safe  nouses,  crisis  lines,  support  groups,  and  legal 
services;  expanded  intervention  for  men  who  physically  or  sexually 
assault  their  female  partners;  and  expanded  interventions  for  chil- 
dren and  adolescents  who  have  witnessed  violence  between  adult 
caretakers. 

Along  with  treatment  needs  it  is  equally  important  to  continue 
research  on  the  many  aspects  of  domestic  violence  to  ensure  that 
the  most  effective  interventions  are  developed,  and  as  my  time  is 
up,  I  will  just  let  you  know  that  a  list  of  critical  areas  in  need  of 
further  empirical  assessment  are  set  forth  in  my  written  testimony. 
Thank  you  for  the  opportvmity  to  speak  here  today. 

[The  prepared  statement  of  Dr.  Goodman  follows:] 
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Mr.  Ch£drman  and  members  of  the  Subcommittee,  my  name  is  Lisa  Goodman  and  I 
am  pleased  to  be  here  on  behalf  of  the  American  Psychological  Association  (APA)  to 
discuss  the  issue  of  mental  health  aspects  of  domestic  violence.  The  American 
Psychological  Association  is  \he  largest  organization  representing  psychology  and  has 
over  124,000  members  and  affiliates.  I  am  an  assistant  professor  of  Psychology  at  the 
University  of  Maryland  at  College  Park.  I  am  also  a  co-chair  of  APA's  Task  Force  on 
Male  \^olence  Against  Women  and  co-author  of  the  book  that  summarizes  the  work 
of  the  Task  Force:  No  Safe  Haveiu  Male  Violence  Aeainst  Women  at  Home,  at  Work, 
and  in  the  Commxmitv. 

The  Task  Force  was  established  in  the  fall  of  1991  by  the  APA's  Committee  on 
Women  in  Psychology.  Its  mandate  was  to  review  current  research  on  the 
prevzdence,  causes,  and  impact  of  several  different  forms  of  violence  against  women; 
to  describe  community-based  and  clinical  interventions  designed  to  provide  housing, 
medical,  psychological,  and  legal  assistance;  and  to  recommend  research,  education 
and  training,  and  policy  iiutiatives  to  address  die  problem.  My  testimony  today  will 
summarize  the  findings  of  the  Task  Force  as  they  relate  to  domestic  violence,  which 
the  Task  Force  defines  broadly  as  violence  within  intimate  relationships. 

I  will  focus  my  discussion  on  the  psychological  effects  of  both  sexual  and  nonsexual 
domestic  violence.  I  will  also  address  the  prevalence  of  partner  abuse  and  what  is 
known  about  intervention  and  treatment  for  domestic  violence.  Finally,  I  will  discuss 
those  steps  which  the  psychological  community  believes  are  needed  to  combat 
domestic  violence. 

Definitions  of  Domestic  ^^olence 

One  of  the  major  issues  confronting  the  Task  Force  was  how  to  define  abuse  -  that  is, 
what  behaviors  and  actions  to  include  in  the  defiiution.  On  the  one  hand,  we  did  not 
want  to  veer  from,  or  dilute  ttie  power  of,  tfie  traditional  and  popular  imderstanding 
of  domestic  violence  as  the  use  of  physical  force  in  intimate  relationships.  On  the 
other  hand,  we  recognized  that  men's  actual  use  of  physical  force  against  women  lies 
on  one  end  of  a  continuum  of  behaviors,  all  of  which  involve  men's  abuse  of  power 
over  women,  either  through  physical  strength  or  control  of  economic  resources. 
Abuse  in  couple  relationships  takes  many  forms:  intense  criticisms  and  put-downs, 
verbal  harassment,  restraint  of  normal  activities  and  freedoms,  denial  of  access  to 
economic  and  other  resources,  sexual  coercion  and  assault,  and  physical  intimidation 
and  attacks.  Although  all  o*  these  types  of  abuse  have  significant  impacts  on  women, 
my  testimony  today  will  focus  primarily  on  acts  of  physical  aggression,  defining  the 
term  violence  more  narrowly  to  cormote  forcible  restraint,  sexual  aggression,  or  physical 
assault  zoith  the  potential  to  cause  physical  harm,  and  threats  to  harm  or  kUl.  These  types 
of  abuse  are  found  in  all  types  of  intimate  partner  relationships:  between  partners 
who  are  dating,  cohabiting,  or  formerly  married  (either  separated  or  divorced),  as 
well  as  between  married  partners. 

Domestic  Violence  as  a  Public  Health  Issue 

Domestic  violence  is  a  serious  and  widespread  problem  that  affects  women  of  all 
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racial,  ethnic,  and  socioeconomic  groups.  In  1985,  at  the  Surgeon  General's 
Workshop  on  Violence  and  the  Public  Health,  former  Surgeon  General  Koop  stated 
that  domestic  violence  is  one  of  the  major  public  health  problems  in  America  today, 
as  much  a  public  health  issue  as  commuiucable  disease  control  was  during  the  last 
two  centuries. 

The  extent  of  domestic  violence  is  difficult  to  detect.  National  estimates  are  derived 
from  self-reports  obtained  through  telephone  or  in-person  interviews.  Such  surveys 
typically  do  not  include  the  very  poor;  those  who  do  not  speak  English  fluently; 
those  whose  lives  are  especially  chaotic  and  who  aie  therefore  difficult  to  reach; 
military  families  living  on  base;  and  individuals  who  are  hospitalized, 
institutiormlized,  incarcerated,  or  homeless  at  the  time  the  survey  is  conducted. 
Furthermore,  estimates  are  based  on  those  respondents  who  are  home  when  the 
interviewers  knock  or  call,  who  are  willing  to  talk  with  interviewers,  and  who  are 
willing  to  report,  even  anonymously,  acts  of  violence  they  have  experienced  or 
perpetrated  in  their  relationship.  As  a  result,  most  national  prevalence  estimates 
represent  conservative  estimates,  if  not  marked  underestimates,  of  the  problem. 

Keeping  this  in  mind,  on  the  basis  of  the  last  17  years'  empirical  findings,  experts 
estimate  that  the  national  prevalence  of  physical  abuse  may  be  as  high  as  4  million 
women  severely  assaulted  by  their  male  partners  in  an  average  12-month  period  and 
that  a  minimum  of  21  percent  of  all  women  will  be  physically  assaulted  by  an 
intimate  male  at  least  once  during  adulthood.  More  than  half  of  all  women 
murdered  in  the  Uiuted  States  in  the  first  half  of  the  1980s  (52%)  were  killed  by  their 
intimate  partners.  And,  using  a  conservative  defirution  of  rape,  a  study  of  930 
women  foimd  that  14  percent  of  ever-married  women  reported  being  raped  by  a 
husband  or  ex-husband.  In  several  empirical  studies  using  detailed  questions  and 
face-to-faee  interviews  by  female  interviewers,  between  34  percent  and  59  percent  of 
women  who  reported  non-sexual  assault  by  male  partners  also  reported  sexual 
assault. 

For  the  women  affected,  this  violence  takes  a  tremendous  physical  and  psychological 
toll.  The  former  Surgeon  General  Antonio  Novella  aimoimced  in  1992  that  domestic 
violence  is  the  leading  cause  of  injuries  to  women  age  15-44.  Furthermore,  cdthough 
the  intergenerational  transmission  of  violent  intrafamilial  relationships  is  not 
inevitable,  studies  show  that  children  reared  in  violent  homes  are  at  an  elevated  risk 
of  becoming  abusers  themselves,  in  adulthood,  thus  perpetuating  a  cycle  of  violence. 
Clearly,  domestic  violence  is  not  simply  a  "private"  matter:  it  is  a  major  public  health 
problem  that  cannot  be  ignored. 

Who  are  the  Perpetrators? 

Contrary  to  traditional  assumptions  that  violent  victimization  occurs  primarily 
between  strainers  or  acquaintances,  women's  greatest  risk  of  physical  assault  is  from 
their  intimate  partners.  Women  are  more  likely  to  be  repeatedly  attacked,  raped. 
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injured,  or  killed  by  their  partners  than  by  other  types  of  assailants.  This  repetition 
and  severity  of  aggression  is  facilitated  by  the  fact  that  since  intimate  partners  have 
frequent  contact,  the  amount  of  time  at  risk  is  high.  Additionally,  assaults  can  be 
carried  out  in  private  when  the  target  is  off-guard  and  where  there  are  no  witnesses 
that  might  inhibit  the  aggressor. 

Women  are  also  at  greater  risk  of  sexual  assault  by  male  intimates  than  by  strangers. 
Rape  by  male  partners  seems  to  occur  most  frequendy  in  relationships  in  which  other 
forms  of  physical  aggression  are  ongoing.  Violent  episodes  often  include  sexual  as 
weU  as  physical  attack;  and,  men  who  are  both  physically  and  sexually  aggressive 
f>erpetrate  more  severe  levels  of  non-sexual  aggression  than  do  other  abusers. 

Who  Are  the  Victims? 

While  domestic  violence  occurs  in  all  racial,  ethnic  and  socioeconomic  groups,  it  is 
possible  that  certain  factors,  such  as  age,  income,  or  race  or  ethnidty,  may  put 
women  at  greater  risk  for  becoming  victims  of  partner  abuse.  However,  the  research 
to  date  in  this  area  is  inconclusive  because  there  is  littie  research  available  on 
domestic  violence  broken  down  by  these  factors.  The  littie  research  that  exists 
suggests  that  race  and  ethnicity  alone  do  not  distinguish  violent  and  nonviolent 
couples.  Additional  research  is  needed  to  identify  the  range  of  factors  that  put 
women  at  higher  risk  for  domestic  abuse  so  that  preventive  interventions  can  be 
targeted  more  effectively. 

Traditionally,  reseeirchers  have  sought  to  understand  the  dynamics  of  abusive 
relationships  by  focusing  on  the  characteristics  of  the  women  in  those  relationships  — 
how  they  cope  with  the  abuse  and  what  factors  put  them  at  risk.  In  comparison, 
very  littie  attention  has  been  given  to  the  abusers,  though  one  study  found  that  tiie 
characteristics  of  the  man  with  whom  the  woman  is  involved  are  better  predictors  of 
a  woman's  risk  of  becoming  a  victim  than  are  characteristics  of  ti\e  woman  herself.  It 
is  essential  that  more  research  be  focused  on  explainir^  why  abusive  men  are  violent, 
what  factors  put  them  at  greater  risk  for  abusing  their  intimate  partners,  and  what 
interventions  are  effective  in  stopping  ti\eir  violent  behavior. 

Psychological  Effects  of  Partner  Violence 

Women  who  are  abused  by  their  male  partners  suffer  a  wide  range  of  physical 
injuries.  But  they  are  also  at  great  risk  for  psychological  injury.  It  is  easy  to  measure 
the  physical  damage  caused  by  an  abusive  partner  you  can  see  the  bruises,  cuts,  and 
bone  fractures.  It  is  more  difficult  to  measure  the  psychological  distress  and  negative 
effects  on  mental  health,  such  as  severe  depression^  acute  anxiety,  and  chronic 
insomnia  due  to  fear  of  being  assaulted  while  sleeping.  However,  the  psychological 
effects  of  domestic  violence  can  be  as  traumatic  arid  damaging  as  ti\e  physical  effects; 
they  may  take  longer  to  heal,  and  in  many  cases  may  never  heal  if  tiie  woman  is 
imable  to  obtain  appropriate  treatment. 
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Although  generalizations  cannot  be  made  to  the  entire  population  of  women  who 
experience  domestic  violence,  reseeirch  indicates  that  domestic  violence  is  dearly  a 
major  cause  of  psychological  distress,  though  women  experience  negative 
psychologiced  effects  in  varying  degrees.  The  number  and  severity  of  these  effects 
will  Veiry  according  to  nim\erous  contextual  variables,  including  a  womcui's 
intrapsychic  and  interpersonal  resources,  and  the  amoimt,  severity,  and  duration  of 
violence  she  has  experienced. 

Women's  reactions  to  violence  by  male  partners  closely  parallels  the  reactions  of 
people  who  have  experienced  otiier  traumatic  events.  During  the  assault,  battered 
women's  primary  focus  is  on  self-protection  and  survival.  Reactions  of  shock,  denial, 
withdrawal,  confusion,  psychological  numbing,  and  fear  are  common.  During  and 
after  an  assault,  a  victim  may  offer  littie  or  no  resistance  in  an  attempt  to  minimize 
the  threat  of  injury  or  renewed  aggression. 

Following  physical  assaults  by  male  partners,  women  frequentiy  report  severe  levels 
of  depression,  thoughts  of  suicide,  and  suicide  attempts.  Longstanding  abuse  or  a 
particularly  severe  assault  may  cause  some  women  to  use  drugs  or  alcohol  in  an 
effort  to  self-medicate,  i.e.  to  find  some  temporary  psychological  escape  from  the 
abuse.  Over  the  past  few  years,  studies  have  shown  that  the  symptoms  women 
develop  when  they  are  abused,  taken  together,  are  indicatioi\s  of  Post-Traumatic 
Stress  Disorder  (PTSD).  PTSD  is  defined  as  a  constellation  of  s)anptoms  that  occur 
following  exposure  to  a  traumatic  event  that  involves  a  threat  of  death  or  serious 
injury  to  oneself  or  a  feunily  member.  The  likelihood  of  developing  this  disorder  may 
increase  with  increased  physical  proximity  to  the  stressor,  and  may  be  especially 
severe  or  long  lasting  when  the  stressor  is  interpersonal  and  intentional,  as  compared 
to  the  tratunatic  experience  of  a  severe  accident  or  natural  disaster.  This 
psychological  disorder  is  seen  often  in  soldiers  who  have  fought  in  military  combat, 
prisoners  of  war,  victims  of  torture,  people  who  have  been  physically  or  sexually 
assaulted,  and  people  who  have  survived  natural  disasters,  such  as  earthquakes  or 
floods.  The  symptoms  of  PTSD  include  long-term  fear  or  terror,  frequent  nightmares 
and  flashbacks  to  the  traumatic  incident(s),  chronic  anxiety  and  hypervigilance, 
denial,  avoidance,  memory  loss  of  part  of  the  traumatic  episode,  constricted  affect, 
and  psychological  numbing. 

Noting  the  similarities  between  battered  women  and  prisoners  of  war,  one  study 
compared  the  patterns  of  abuse  and  response  of  male  prisoners  of  Wcir  in  Korea  with 
women  in  abusive  adult  relationships.  Three  dimensions  of  abuse  were  identified  as 
common  to  both  types  of  experiences: 

a)  psychological  abuse  that  occurs  within  a  context  of  threatened  physical 
violence  and  leads  to  dread  and  debilitation  in  victims; 

b)  isolation  of  victims  from  past  support  systems  (e.g.,  friends  and  family)  and 
from  outside  activities  that  results  in  dependency  on  the  abusers  and 
validation  of  the  abusers'  actions  and  points  of  view;  and. 
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c)       intennittent  positive  reinforcement  in  the  face  of  fear  and  personal  loss  that 
strengthens  the  emotiorial  victiins'  dep>endency  on  their  abusers. 

Although  even  one  assault  can  have  permanent  negative  effects^  long-standing 
violence  in  particular  has  a  major  impact  on  the  incidence  and  severity  of 
psychological  reactions.  In  a  nationally  representative  sample  of  336  women, 
researchers  found  that  the  more  violence  a  women  experienced,  the  more  she 
suffered  from  various  forms  of  psychological  distress  arui  negative  mental  health 
effects.  Exposed  to  repeated  attack  aiul  threat,  abiised  women  often  live  with 
increasing  levels  of  isolation  and  anticipatory  terror.  Research  has  shown  that, 
although  shock  is  the  predominant  emotional  response  irutially,  other  emotional 
reactions  inter\sify  over  time.  In  one  study,  clinically  significant  levels  of  fear, 
anxiety,  and  depression  were  reported  at  higher  levels  after  the  third  battering 
iiuddent,  whereas  shock  at  being  victimized  decreased. 

Responding  to  the  Violence:  Why  do  Women  Stay? 

In  one  study,  less  than  one  quarter  of  the  women  left  the  relationship  even 
temporarily  after  the  first  major  assault;  even  after  the  third  attack,  oiUy  31  percent 
sought  outside  help  and  only  15  percent  took  offensive  action  against  their  mates.  A 
question  that  is  frequentiy  asked  is,  "why  do  women  stay  in  an  abusive  relationship?" 
First,  many  abused  women  are  economically  dependent  on  their  violent  partners,  and 
may  not  have  family  and  friends  who  will  support  them,  even  temporarily, 
particularly  if  they  have  childrert  For  this  reason,  they  may  feel  imable  to  leave  an 
abusive  relationship. 

Second,  like  oihei  victims  of  interpersorkal  violence,  women  assaulted  by  male 
intimates  learn  to  judge  all  their  options  against  their  perceptions  of  the  assailant's 
ability  to  control  or  to  hann.  Behaviors  that  outside  observers  may  interpret  as 
helplessness  —  such  as  staying  with  the  abuser  or  refraining  from  initiating  legal 
actions  agaii\st  him  -  may  be  based  on  accurate  evaluations  of  the  assailant's 
potential  for  violent  responses  if  they  should  leave  or  have  the  abuser  arrested,  aiui 
others'  inability  to  interver\e  in  time  to  guarantee  safety. 

Third,  in  some  instances,  ongoing  experiences  of  victimization  may  produce  long- 
term  maiufestations  of  emotional  numbing,  extreme  passivity,  and  helplessness.  As 
levels  of  threat  and  violence  escalate,  women's  perceptions  of  their  options  for 
escaping  from  the  violence  become  increasingly  restricted,  and  choosing  one  of  these 
options  may  seem  too  dangerous  to  pursue.  If  the  perceived  threat  of  abuse  once  the 
woman  leaves  is  greater  than  the  anticipated  abuse  if  she  stays  in  the  relationship,  a 
woman  may  develop  survival  rather  than  escape  skills  and  focus  on  strategies  to 
mediate  or  dissociate  from  the  violence. 

Given  the  severity  of  threats  against  leaving  made  by  many  abuisers  and  the 
posability  of  severe  or  even  lethal  reprisals,  it  is  not  surprising  that  so  many  women 


151 


victims  do  not  to  leave  the  relationship,  instead  hoping  for  improvement  and  opting 
for  a  danger  that  is  known  rather  than  one  that  is  unknown.  If  a  woman  lacks 
adequate  financial  resources,  and  leaving  her  abuser  means  living  in  unsafe  housing 
in  a  crime-ridden  community,  leaving  her  abuser  may  only  change  the  type  of  danger 
to  be  faced  while  adding  the  risk  of  assaults  by  strangers  to  the  risk  of  her  partner's 
reprisals. 

Recovery  from  the  Trauma  of  Partner  Abuse  and  Violence 

Can  Women  Recover  from  Partner  Abuse? 

A  few  studies  have  suggested  that  negative  psychological  responses  to  physical 
violence  and  threat  may  improve  once  the  survivor  is  no  longer  in  danger.  For  some 
women  victims,  however,  removing  themselves  from  a  dangerous  situation  may  not 
be  sufficient.  Without  effective  therapeutic  intervention,  some  survivors  continue  to 
experience  chronic  depression,  withdrawal,  and  posttraumatic  stress  disorder  years 
after  becoming  free  of  a  violent  relationship. 

Programmatic  Interventions  to  Decrease  Partner  Violence  and  Assist  Women 
A  variety  of  critical  services  currentiy  exist  for  abused  women,  most  of  which  were 
founded  by  grass-roots  or  advocacy  movements  —  including  safe  houses  for  women 
victims  and  their  children,  crisis  lines,  support  groups,  and  legal  services.  However, 
most  of  these  services  are  seriously  underfunded  and  hard-pressed  to  deal  with  the 
large  numbers  of  women  and  children  needing  assistance. 

Recommendations 

Treatment  Needs 

My  recommendations  for  a  public  health  initiative  to  raise  public  awareness  will 
focus  on  educating  health  cind  mental  health  persormel  about  the  nature  of  domestic 
violence,  how  to  identify  the  symptoms  of  partner  abuse,  and  how  to  direct  a  woman 
toward  appropriate  treatment  and  services.  A  woman  seeking  health  or  mental 
health  services  may  present  symptoms  that  are  consistent  with  a  variety  of  causes, 
one  of  which  is  battering.  If  service  providers  are  unaware  that  battering  may  be  a 
cause  of  the  woman's  symptoms,  they  are  unlikely  to  ask  the  woman  whether  she 
has  been  a  victim  of  intimate  violence,  let  alone  to  initiate  appropriate  interventions. 
Intervention  goals  for  women  victims  of  violence  include  the  attainment  of  a  safe 
environment  and  physical  and  psychological  health.  In  order  to  attain  these  goals, 
mental  health  interventions  should  include: 

1.  Routine  screening  for  histories  of  victimization.  Such  screenings  should  take  into 
account  issues  of  privacy,  confidentiality,  and  safety  for  women  in  making 
disclosures.  Practitioners  conducting  screenings  should  have  previously 
established  links  with  resources  for  protection,  shelter,  legal  aid,  and  otiier 
services  that  may  be  needed  by  victims  or  other  family  members. 

2.  Validation  of  the  experience.  An  explaiution  that  many  women  experience 
physical  and  sexual  assault  horn  intimate  partners,  that  such  assaults  may  lead 
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to  a  range  of  physical  and  psychological  sequelae,  that  such  assaults  are  illegal 
and  inappropriate,  and  that  a  variety  of  resources  exist  for  individuals  who 
have  experienced  these  assaults  should  accompany  assessments  of 
victimization,  even  if  disclosures  are  not  forthcoming.  For  many  victims,  such 
statements  by  a  professional  are  a  first  step  toward  a  new  imderstanding  of 
their  abusive  experiences  and  toward  seeking  intervention  or  counsel. 

3.  Consideration  of  responses  to  trauma  in  diagnosis  and  treatment  planning. 
Knowledge  that  a  woman  has  experienced  traumatic  events  with  the  potential 
to  cause  a  variety  of  post-travunatic  responses  should  be  taken  into  account  in 
evaluations  for  diagnoses  and  in  treatment  plarming. 

4.  S(rfety  planning  with  victims  and  survivors.  Women  who  are  separated  from 
abusive  partners  and  women  who  are  still  with  violent  mates  can  benefit  from 
careful  assessment  of  their  personal  safety.  Even  when  the  abuser  is  no  longer 
present,  survivors  of  partner  violence  may  still  be  at  risk  of  re-assault  or  re- 
contact  with  that  assailant  Formerly  abused  women  may  also  have  trouble 
assessing  the  safety  of  current  relatioiiships.  Safety  planning  should  include 
questions  such  as:  does  the  woman  need  immediate  police  protection,  legal 
intervention,  or  a  safe  shelter?  Does  she  have  an  escape  plan  if  the  danger 
escalates?  What  should  she  do  if  her  child  is  threatened? 

5.  Expanded  interventions  for  men  who  physically  or  sexually  assault  their  female 
partners.  Dealing  with  the  victims  and  survivors  of  violence  by  male  partners 
is  a  first  priority.  However,  enhanced  interventions  for  abusive  men  must  be 
developed  if  the  number  of  abused  women  and  traiunatized  children  is  to  be 
reduced.  Priorities  include  the  development  of  mechanisms  for  early 
identification  of  abusive  men  when  they  are  seen  in  mental  health  settings, 
improved  interventions  for  creating  and  maintaining  change  in  violent 
behavior,  aiul  strategies  for  engaging  a  wider  population  of  abusive  men  in 
interventions  for  abusers. 

6.  Expanded  interventions  for  children  and  adolescents  who  have  witnessed  violence 
between  adult  caretakers.  Witnessing  physical  and  sexual  violence  between  adult 
caretakers  in  the  home  has  profound  and  pervasive  effects  on  children's  and 
adolescents'  development  and  well-being.  Preventive  interventions  —  too  often 
exclusively  focused  on  issues  of  physical  safety  —  should  be  expanded  to 
include  treatment  and  ongoing  support  services  for  children  who  have  been 
traumatized  by  witnessing  assaults  against  their  mothers  or  other  female 
caretakers. 

Research  Needs 

Along  with  treatment  needs,  it  is  equally  important  to  continue  research  on  the  many 
aspects  of  domestic  violence  to  ensure  that  the  most  effective  interventions  are 
developed.  The  following  is  a  list  of  critical  areas  in  need  of  further  empirical 
assessment 

1.       The  lifetime  prevalence  cf  violence  by  relational  partners  for  single  adult  women,  poor 
women,  incarcerated  women,  and  women  from  diverse  racial  and  ethnic  backgrounds. 
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Definitions  of  what  is  considered  abusive;  perceived  and  actual  alternatives  to 
abuse;  and  meanings  attached  to  violence,  cormectedness,  and  safety  differ 
sharply  across  culture  and  other  groups.  These  disenfranchised  groups  are 
typically  underrepresented  or  almost  completely  missing  from  the  past  15 
years  of  survey  reseairch. 

2.  The  psychological  effects  cf  intimate  violence  in  nationally  representative  samples  of 
adult  women.  Although  national  studies  have  documented  the  incidence  and 
prevalence  of  assaults  against  women  by  male  partners,  no  nationally 
representative  studies  exist  on  the  psychological  aftereffects  of  these  assaults. 
Such  studies  are  critical  to  inform  clinical  understanding  of  survivors' 
presentations  and  behaviors  and  to  develop  effective  therapeutic  treatments 
and  supports.  Systematic  criteria  are  now  being  developed  to  assess  the  effects 
of  physical  and  sexual  assault  on  victims  that  might  then  guide  clinical  efforts 
to  fadlitate  recovery. 

3.  Contributing  factors  to  the  perpetration  and  maintenance  of  male  violence  against 
intimate  partners.  Within  psychology,  our  intense  focus  on  why  some  women 
stay  in  abusive  relationships  has  distracted  us  from  advancing  our 
understanding  of  the  precursors  and  persistence  of  male  violence  against  wives 
or  other  intimate  partners.  Even  after  a  decade,  we  know  relatively  littie  about 
what  leads  some  men  to  use  physical  aggression  as  a  relational  tool,  the 
maintenance  of  aggression  once  abusive  interactions  have  occurred,  or  the 
likelihood  that  aggression  will  escalate  given  separation  or  the  threat  of 
separation  from  the  target.  Prospective  research  on  patterns  of  violence  and 
factors  that  influence  men  to  stop  their  violent  behavior  is  vital  -  both  as  a 
basis  for  comprehensive  evaluations  of  existing  intervention  strategies  and  for 
the  design  of  more  effective  mechanisms  for  creating  and  maintaining  change 
in  men  who  direct  violence  against  their  adult  intimates. 

4.  Patterns  of  re-assault  and  threat  fitr  victims  who  leave  their  abusers  or  take  other  steps 
to  end  the  aggression.  Although  as  a  society  we  have  fairly  clear  ideas  of  what  a 
women  "should"  do  if  faced  with  violence  in  her  relationship,  we  have 
relatively  littie  knowledge  about  the  outcomes  for  women  victims  who  follow 
these  societal  prescriptions.  Research  is  needed  on  the  risks  of  re-assault, 
particularly  lethal  assault,  for  women  who  leave  violent  partners  or  who 
pursue  legal  alternatives,  as  well  as  on  which  alternatives  or  choices  most 
effectively  mitigate  against  further  harm. 

5.  Protective  factors  against  partner  violence  by  men  and  mechanisms  for  enhancing 
those  factors  in  the  lives  of  children  and  adolescents.  Although  the  prevalence  and 
severity  of  family  violence  have  been  recognized  for  nearly  two  decades, 
almost  no  research  has  been  conducted  focusing  on  primary  prevention. 
Prospective  research  is  urgentiy  needed  to  identify  protective  factors  at  various 
stages  of  development  and  to  inform  strategies  for  reaching  an  optimal 
number  of  at-risk  children  and  adolescents. 
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Conclusions 

The  research  on  domestic  violence  has  demonstrated  that  it  is  by  no  means  a  rare 
occurrence.  Rather^  it  is  a  national  public  health  problem  that  needs  to  be  addressed 
immediately.  Not  only  do  many  women  victims  of  partner  violence  suffer  physical 
injury  as  a  result  of  the  abuse,  they  suffer  a  range  of  adverse  psychological  outcomes 
as  well.  Unfortunately,  too  littie  is  known  about  specific  subpopulations  of  abused 
women,  particularly  ethnic  minority  women.  And  littie  is  known  about  the 
effectiveness  of  the  various  interventions  and  services  that  currentiy  exist  to  serve 
women  victims  of  domestic  violence. 

It  is  dear  that  we  need  research  on  these  issues,  and  that  health  and  mental  health 
personnel,  including  clinical  psychologists  and  social  workers,  physicians  and  nurses, 
need  to  focus  on  identifying  such  victims  early  on  and  directing  tiiem  toward 
appropriate  treatment  and  services.  In  addition,  we  must  pay  attention  to  those  who 
are  victims  of  violence  by  association:  to  the  children  who  witness  violence  between 
intimate  partners.  If  we  fail  to  attend  to  the  needs  of  these  children  and  if  we  fail  to 
intercede  and  expose  them  to  non-abusive,  positive  relationships,  we  will  only  be 
perpetuating  the  cycle  of  abuse  we  are  desperately  trying  to  stop. 

Finally,  we  must  take  into  account  the  fact  that  domestic  violence  is  part  of  the  larger 
issue  of  violence  within  our  society.  To  the  extent  that  we  can  reduce  current  levels 
of  violence  within  the  home  through  the  treatment,  research,  and  policy  initiatives 
suggested  by  the  Task  Force,  we  may  make  significant  strides  towards  reducing 
societal  violence  overall. 

I  appreciate  the  opportunity  to  offer  testimony  to  the  committee  and  would  be 
pleased  to  answer  any  questions  you  may  have. 


The  testimony  given  today  was  drawn  from  the  report  of  the  APA's  Task  Force  on 
Male  Violence  Against  Women: 

Koss,  MP.,  Goodman,  LA.,  Browne,  A.,  Fitzgerald,  L.F.,  Kdta,  G.P., 

&  Russo,  NP.  (1994).  No  Safe  Haven:  Male  Violence  Against  Women  at 
Home,  at  Work,  and  in  the  Communitv.  Washington,  D.C.:  American 
Psychological  Association. 
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Mr.  Towns.  Right.  Let  me  thank  all  of  you  for  your  testimony. 
I  think  you  have  been  very  helpful.  Let  me  begin,  I  guess,  maybe 
with  you.  Dr.  MacLeod.  You  know,  some  States  are  moving  forward 
to  say  that  domestic  violence  should  be  reported  like  child  abuse. 

What  are  your  views  on  that  in  terms  of  the  doctor-patient  rela- 
tionship? 

Dr.  MacLeod.  If  I  could  answer  that  in  two  forms,  and  I  think 
Dr.  Salber  may  have  some  comments  because  the  State  of  Califor- 
nia does  have  required  reporting.  I  think  one  of  the  major  steps  we 
have  to  make  is  beyond  the  victim  of  domestic  violence  with  simply 
the  physician. 

This  is  going  to  have  to  be  a  team  effort.  Physicians  alone  are 
not  going  to  be  able  to  be  the  ones  to  identify.  As  we  move  into 
more  capitated  environments  where  there  is  going  to  be  physician 
extenders  involved,  patients  are  going  to  be  openmg  up  to  nurses, 
nurse  practitioners,  and  all  the  health  care  practitioners  that  they 
intervene  with  or  they  talk  to. 

In  terms  of  required  reporting,  I  have  some  concerns  that  re- 
quired reporting  may,  so  to  speak,  throw  the  baby  out  with  the 
bath  water.  In  some  States  where  it  is  being  practiced  right  now, 
it  may  prevent  people  from  coming  to  the  department  because  they 
may  be  afraid  that  they  would  be  reported,  and  that  may  put  them 
at  risk. 

One  of  the  most  dangerous  times,  as  we  have  seen  in  our  na- 
tional case,  is  that  when  there  is  a  separation  between  the  abuser, 
the  abusive  relationship.  That  is  the  most  dangerous  time  phys- 
ically, and  to  prematurely  push  that  before  the  victim  is  ready  to 
separate,  I  think,  may  be  a  dangerous  situation.  We  try  to  keep  all 
of  our  interactions  with  the  focus  on  the  victim's  safety  as  a  pre- 
eminent concern,  which  is  why  we  do  our  assessment  tool  in  pri- 
vate. We  ask  the  abuser  to  leave,  and  then  we  ask  the  patient  or 
the  victim,  are  you  ready  for  intervention? 

If  they  are  not,  that  is  their  choice  we  contact  them  later  to 
maintain  their  safety  because  usually  there  is  children  involved.  It 
is  not  only  just  themselves,  and  they  have  learned  to  survive  in 
this  environment  now,  and  it  is  for  tnem  to  decide.  We  give  them 
the  tools  so  that  they  can  escape  that  environment. 

Mr.  Towns.  Dr.  Salber,  did  you  want  to  comment  further  on  that 
question? 

Dr.  Salber.  I  did  actually.  The  State  of  California  has  a  new 
mandatory  reporting  law  where  physicians  and  other  health  care 
providers  must  report  documented  or  suspected  abuse  to  the  police 
whether  the  patient  wants  it  or  not. 

I  have  grave  concerns  about  what  that  does  to  the  physician-pa- 
tient interaction.  You  try  and  establish  a  relationship  with  a 
woman  and  encourage  her  to  talk  about  a  difficult  issue,  and  some- 
where along  the  line  you  have  to  say,  whether  you  like  it  or  not, 
I  have  to  report  it  to  the  police. 

The  second  issue  is  the  issue  that  Dr.  MacLeod  brought  up, 
which  is  that  we  may  be  placing  this  woman  at  greater  risk  be- 
cause we  have  no  assurance  just  because  we  make  tne  police  report 
that  any  effective  police  intervention  will  take  place,  and  there  may 
be  retaliation  by  the  batterer  on  the  woman  when  he  finds  out  she 
has  reported. 
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Then,  finally,  although  I  can't  give  you  statistical  evidence,  what 
we  are  starting  to  see — our  law  went  into  effect  in  January,  and 
what  we  are  starting  to  hear  from  the  shelter  in  my  county  are 
women  calling  up  the  shelter  and  saying,  "I  was  injured,  but  I  am 
not  going  to  go  to  the  emergency  department  because  I  don't  want 
it  reported  to  the  police." 

Mr.  Towns.  That  becomes  counterproductive  then. 

Dr.  Salber.  Right. 

Mr.  Towns.  When  you  look  at  it,  you  wonder  whether  you  should 
continue  to  pursue  it.  Dr.  Campbell,  that  there  is  the  school  of 
thought  that  the  nurses  have  more  contact  with  the  patients  than 
the  doctors,  and  that  the  nurses  should  be  involved  in  the  reporting 
process.  What  are  your  views  on  that? 

Ms.  Campbell.  Well,  I  agree  with  the  other  two  speakers  in 
terms  of  mandatory  reporting  being  a  serious  problem,  and  our  po- 
sition, my  own  and  the  American  Nurses  Association  position,  is 
that  this  needs  to  be  a  team  effort,  and  that  everyone  in  each 
health  care  system  needs  to  be  alert  for  domestic  violence,  needs 
to  do  the  questioning. 

We  also  have  to  keep  in  mind  that  these  are  adult  women  who 
will  choose  who  they  disclose  to.  They  may  choose  a  nurse,  they 
may  choose  a  physician,  thev  may  choose  to  disclose  to  the  social 
worker  or  to  the  ward  clerk  for  that  matter,  so  that  these  are  adult 
women,  and  it  is  their  choice  as  far  as  who  they  want  to  talk  to 
about  this  problem. 

We  feel  that  each  health  care  setting  needs  to  have  all  the  pro- 
fessionals get  together,  come  up  with  a  coordinated  response,  a  way 
of  screening  which  may  be  appropriate  in  one  emergency  depart- 
ment, may  be  different  like  at  a  prenatal  clinic,  but  that  every 
adult  woman  be  screened  for  domestic  violence,  and  then  that 
interventions  be  taken  appropriately,  and  it  depends  on  the  setting, 
and  sometimes  in  terms  of  the  reimbursement  just  who  is  the  ap- 
propriate person  to  do  the  actual  long-term  intervention. 

In  some  emergency  departments  there  is  social  workers  available 
that  may  take  over  on  the  intervention  part.  We  also  want  to  make 
sure  and  give  women  choices,  though.  She  may  want  to  speak,  con- 
tinue to  speak  to  that  physician  or  to  that  nurse  and  not  see  a  so- 
cial worker,  so  we  want  to  give  her  as  many  options  as  we  can  as 
far  as  how  she  continues. 

In  some  cases,  it  may  be  beneficial  to  her,  she  may  want  the 
health  care  provider  to  call  the  police,  but  it  should  be  her  choice, 
and  her  choices  and  her  safety,  as  was  said,  need  to  be  our  para- 
mount concerns.  I  also  wanted  to  mention  in  terms  of  prevention 
that  settings  like  school  health  clinics  is  a  very  important  arena 
that  we  can  assess  for  domestic  violence,  dating  violence  kinds  of 
situations  early  and  do  some  early  interventions.  Also,  public 
health  nursing  with  home  visits.  Again,  the  providers  need  to  be 
more  fully  aware  about  domestic  violence  and  make  it  a  part  of 
their  standard  of  care. 

Mr.  Towns.  When  you  talk  of  legislation,  you  have  to  look  at  all 
sides,  all  angles,  then  when  you  finish  doing  that,  you  still  may 
have  missed  a  lot  of  key  points.  Dr.  Goodman,  they  say  that  chil- 
dren learn  what  they  live,  so  if  it  is  a  violent  situation  and  children 
are  in  it  and  exposed  to  it  on  an  ongoing  basis,  if  the  children  come 
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forward  and  say  that  this  is  an  abusive  situation,  this  is  what  is 
going  on,  does  that  carry  any  weight  at  all?  How  would  you  deal 
with  that? 

For  instance,  you  have  a  situation  here  where  it  is  very  obvious 
that  there  is  abuse,  but  the  spouse  does  not  want  to  come  forward, 
but  the  child  comes  forward.  What  do  you  do  with  information  like 
that? 

Dr.  Goodman.  I  think  that  example  highlights  the  need  for  more 
training  of  not  only  health  professionals,  but  teachers  in  schools 
and  social  workers  and  other  people  who  might  be  the  recipients 
of  such  information.  I  think  that  often  people  have  no  idea  what 
to  do  with  it  and  they  need  more  training  on  how  to  sensitively  ex- 
plore the  situation  without  endangering  the  child  who  is  often  also 
a  victim  of  violence  in  a  household  in  which  a  man  is  abusing  his 
wife  or  his  partner. 

Mr.  Towns.  How  about  for  the  medical  profession,  if  a  child 
comes  in  with  his  mother,  his  mother  is  not  prepared  to  talk  to  you 
about  it,  but  the  child  says,  you  know,  really  what  mommy  says  is 
not  accurate,  you  know,  daddy  really  punched  her.  She  really  dSdn't 
get  hit  by  a  door.  How  do  you  deal  with  situations  like  this? 

Because  when  we  talk  about  legislation  you  have  to  make  certain 
that  these  kind  of  factors  are  also  considered.  If  not,  you  end  up 
missing  the  real  point  which  is  making  certain  that  people  are  safe 
and  don't  have  to  go  through  this  kind  of  abuse.  I  would  like  to 
hear  your  comments  on  that. 

Dr.  Salber.  I  will  comment  on  this  first.  I  think,  again,  we  have 
to  come  back  to  the  idea  that  all  health  care  providers  need  to  be 
trained  and  become  comfortable  in  dealing  with  the  issue,  no  mat- 
ter who  brings  it  forward  to  them.  One  of  the  things  that  we  have 
done  at  my  hospital,  at  Kaiser-Permanente  in  south  San  Francisco, 
is  to  form  an  interdepartmental  domestic  violence  committee.  We 
invited  the  pediatricians,  the  social  workers,  the  employee  assist- 
ant personnel,  the  clergy,  people  from  the  shelter  community,  the 
emergency  department,  the  internists,  everybody  sits  on  this  com- 
mittee, and  we  are  trying  to  all  educate  ourselves  to  understand 
the  violence  and  the  context  in  which  it  is  happening. 

At  my  medical  center,  the  child  would  most  likely  be  seen  by  a 
pediatrician.  This  committee  has  helped  to  educate  our  pediatrician 
that  he  needs  to  think  about  the  mother  of  the  child  he  is  seeing 
as  well  as  the  child  himself,  and  it  has  been  very  helpful,  but  I 
agree  with  Dr.  Goodman  that  education  of  the  provider  is  key. 

Dr.  MacLeod.  Specifically,  Mr.  Chairman,  you  have  chosen  a 
very  complex  situation.  It  is  almost  where  we  have  been  successful 
ahead  of  ourselves.  For  example,  you  could  imagine  how  that  child 
may  have  learned  that  in  school.  We  may  have  aone  some  program 
about  prevention  in  school,  and  then  the  child  realizes  what  is 
going  on  at  home  isn't  the  right  thing,  then  says  something. 

Meanwhile,  we  haven't  gotten  to  the  victim,  and  we  certainly 
haven't  gotten  to  the  batterer  then  how  do  you  address  that  issue? 
Frankly,  that  is  a  very  specific — ^you  know,  we  have  to  be  careful. 
It  is  like  when  we  roll  out  all  of  our  prevention  strategies,  you  have 
to  have  the  resources  to  be  able  to  handle  them.  Actually,  what 
would  you  do  in  that  situation,  that  is  going  to  be  very  hard.  It  is 
almost  like  you  would  have  to  get  the  family  together  and  hope 
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that  there  would  be  insight  and  that  you  wouldn't  be  inflaming  the 
situation. 

It  was  actually — that  situation  happened  on  the  new  show  "ER" 
actually  where  it  was,  if  everybody  remembers,  they  actually  came 
up  and  the  wife  denied  it  and  then  you  just  saw  the  family  leave 
to  a  very  frightening  possibly  dangerous  environment,  and  that 
could  happen  where  suddenly  the  victim  says,  no,  it  didn't  really 
happen  and  the  batterer  says,  no,  it  didn't  happen,  and  you  are  left 
with  a  child  and  you  don't  know  who  to  believe,  and  you  can't  real- 
ly do  anything.  Then  what? 

I  wish  I  could  say,  do  this,  but  I  don't  think  in  that  situation — 
that  is  a  very  complex  one.  Of  course,  you  had  to  pick  a  hard  one. 

Ms.  Campbell.  These  children  are  definitely  at  risk,  and  they 
are  not  only  at  risk  for  health  care  problems;  they  have  both  emo- 
tional and  physical  health  care  problems.  These  children  are  also 
highly  at  risk  to  become  violent  themselves  as  adults,  and  this  is 
a  population  that  we  could  target  with  programs. 

Now,  again,  we  need  some  testing  of  what  interventions  would 
be  useful  for  these  children.  Most  of  the  wife  abuse  shelters  provide 
programs  for  these  kids,  but  it  is  a  30-day  kind  of  setting,  and 
there  is  no  systematic  follow-up  in  terms  of  when  they  go  into  their 
regular  schools,  what  kinds  of  things  are  done  for  them  there,  but 
those  kinds  of  programs  definitely  could  be  and  really  should  be 
mandated  that  these  are  a  group  of  kids  highly  at  risk,  both  short- 
term  and  long-term,  and  that  built  on  the  model  that  is  used  in  the 
shelters  could  be  perhaps  done  in  schools,  just  like  there  are  CToups 
in  schools  that  meet  with  counselors  around  if  they  are  chilaren  of 
divorce  or  children  of  substance  abuse  kinds  of  families. 

This  kind  of  thing  could  be  done,  and,  obviously,  the  issues  of 
confidentiality  and  safety  have  to  be  addressed  extremely  carefully, 
but  there  are  a  lot  of  good  thinkers  out  there  that  have  been  work- 
ing with  these  kids  for  a  long  time  in  domestic  violence  programs, 
and  that  is  certainly  the  group  we  need  to  target  for  interventions. 

Some  of  the  courts  that  work  with  batterers  that  do  sentencing 
of  batterers  to  batterer  treatment,  mandated  batterer  treatment 
kinds  of  programs  are  starting  to  take  into  account  the  children, 
and  also  mandate  and  figure  out  a  way  to  fund  some  counseling 
sessions  for  those  children. 

Mr.  Towns.  Let  me  ask  you,  has  there  been  any  real  follow-up 
on  children  coming  out  of  abusive  situations,  any  data  to  say  what 
happens  to  them  in  terms  of  their  behavior. 

Ms.  Campbell.  As  far  as  I  know  there  have  not  been  any  long- 
term  studies  of  the  children  of  battered  women.  There  have  been 
some  short  longitudinal  studies,  but  not  any  following  them  all  the 
way  to  adulthood,  but  what  we  do  know  is  that  when  we  take 
groups  of  batterers,  men  who  abuse  their  wives,  that  they  are  more 
likely,  that  having  seen  abuse  in  their  childhood  is  a  risk  factor  for 
them  becoming  abusive.  It  doesn't  explain  all  of  it,  not  every  child 
that  grows  up  in  an  abusive  home  becomes  a  batterer,  but  it  is 
definitely  a  risk  factor  in  study  after  study,  so  we  do  know  that. 

Dr.  Salber.  There  is  currently  a  study  that  is  in  process,  the  in- 
vestigator is  Cathy  Spatz  Widom  from  SUNY  in  New  York.  She  has 
followed  longitudinally  children  who  have  been  abused  and  ne- 
glected, and  ner  preliminary  data  show,  confirm  the  increased  inci- 
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dence  of  violent  behaviors  in  these  individuals,  both  within  the 
family  and  outside  the  family. 

Mr.  Towns.  I  think  it  was  you,  Dr.  Campbell,  who  said  that  peo- 
ple who  are  involved  in  domestic  battery  should  not  be  allowed  to 
carry  a  weapon. 

Ms.  Campbell.  It  was  I. 

Mr.  Towns.  I  want  to  support  it,  and  I  think  it  makes  a  lot  of 
sense,  but  I  think  the  problem  is  how  do  we  identify. 

At  what  point,  do  we  say  we  are  convinced  that  you  are  doing 
committing  battery  and  should  not  carry  a  weapon. 

Ms.  Campbell.  Well,  if  a  man  has  been  arrested  for  domestic  vio- 
lence, especially  if  he  is  convicted,  but  even  an  arrest,  there  must 
be  some  sort  of  probable  cause.  It  makes  sense  that  that  home  is 
a  very  volatile  one,  and  almost  all  of  those  domestic  homicides  in- 
volve a  handgun,  and  it  makes  sense  that  that  home  is  not  a  good 
place  for  there  to  be  a  gun. 

Also  in  terms  of  a  man  has  an  order  of  protection  out  against 
him,  this  has  gone  through  the  courts,  he  has  had  a  chance  to  re- 
spond, to  prove  that  this  shouldn't  be — there  should  not  be  an 
order  of  protection  against  him,  but  if  this  has  gone  through  the 
courts  and  it  has  been  signed  by  a  judge,  then,  again,  this  is  not 
a  safe  man  to  be  having  a  handgun,  and  this  is  not  the  kind  of 
home  where  a  handgun  needs  to  be  until  the  domestic  violence  sit- 
uation is  resolved. 

Mr.  Towns.  Suppose  it  is  a  situation  where  the  police  have  been 
called  to  this  particular  home  three  times,  and  it  is  very  obvious 
when  you  look  at  it  that  there  is  something  going  on,  but  the  wife 
will  not  prosecute. 

What  would  your  position  be  on  removing  a  weapon  in  a  situa- 
tion where  there  is  no  prosecution  or  conviction? 

Ms.  Campbell.  In  most  jurisdictions  now,  like  you  said,  if  it  is 
clear  that  something  is  going  on,  if  there  is  abuse  going  on,  then 
that  officer  has  probable  cause  in  order  to  make  a  domestic  vio- 
lence arrest.  In  most  jurisdictions  in  the  United  States  if  he  has 
probable  cause,  an  arrest  is  recommended  in  those  kinds  of  cases. 
What  I  am  saying  is  if  there  is  enough  evidence  for  an  arrest,  there 
is  enough  evidence  to  take  that  gun  out  of  the  house. 

Mr.  Towns.  Let  me  just  ask  one  other  question.  I  know  you  are 
not  a  lawyer,  but  you  are  everything  else,  so  I  feel  comfortable  ask- 
ing you.  Suppose  there  is  a  situation  where  a  person  that  is  being 
abused  will  say  to  the  police,  well,  you  know,  we  are  going  to  work 
it  out,  don't  arrest  him. 

Ms.  Campbell.  In  terms  of  the  weapon? 

Mr.  Towns.  Yes.  How  do  we  deal  with  that?  I  am  concerned 
about  that  weapon,  I  will  be  honest  with  you.  That  is  the  reason 
I  am  asking  all  those  questions,  and  I  am  from  New  York  so  you 
know  I  am  concerned  about  the  weapon. 

Ms.  Campbell.  I  do  know  in  Detroit,  for  instance,  I  have  worked 
with  the  police  department  in  Detroit,  and  there  is  sort  of  an  unof- 
ficial kind  of  thing  in  that  city  that  in  those  kind  of  cases  the  police 
would  use  their  judgment  call  and  remove  the  gun  sort  of  unoffi- 
cially, but  what  they  would  like  to  have  is  more  of  an  official  rul- 
ing, more  of  an  official  law  that  this  is  OK  and  that  this  is  indi- 
cated, and  I  think  what  we  would  need  is  the  input  of  police  offi- 
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cers  and  legal  counsel  in  terms  of  exactly  how  that  would  be  word- 
ed, but  the  intent  to  get  the  gun  out  of  that  house  makes  perfectly 
good  sense,  and  it  just  needs  to  be  backed  up  that  police  officers 
have  that  kind  of  leeway  to  make  those  kinds  of  judgments,  and 
all  of  the  police  jurisdictions  that  I  have  worked  with  and  I  have 
worked  with  many,  are  very  much  in  favor  of  being  able  to  do  that. 
They  just  feel  like  in  a  lot  of  jurisdictions  that  their  hands  are  tied. 
Mr.  Towns.  Yes,  Dr.  MacLeod. 

Dr.  MacLeod.  Just  a  comment.  I  think  the  handgun  is  impor- 
tant, but  even  in  our  most  publicized  case  now  that  doesn't  take 
away  all  the  weapons.  I  think  as  important  would  be  what  does  the 
police  do  with  that  first  call  where  tney  are  sent  away? 

Is  there  a  process  in  place,  as  with  child  abuse,  where  you  have 
a  children  and  youth  services  activated?  Is  there  a  process  where 
domestic  violence  advocates  are  activated  and  then  contact  that 
house  to  try  to  assess  the  situation,  to  safely  identify  whether  there 
is  something  they  can  do.  Because  I  think  if  the  person  isn't  killed, 
the  violence  will  continue. 

There  should  be  a  program  where  the  police  officer  is  able  to  acti- 
vate a  cascade  of  intervention  or  contacts  that  are  done  to  that 
house  to  see  if  there  is  anything  to  prevent  any  further  violence  be- 
fore killing.  I  think  that  would  be  something  that  should  be  in 

Elace.  I  feel  that  people  who  feel  they  will  have  something  to  do 
esides  keep  being  sent  there  and  being  sent  away. 
Mr.  Towns.  I  think  you.  Dr.  Salber,  mentioned  the  team  effort — 
who  heads  the  team?  Who  calls  the  meeting  and  moderates  what- 
ever goes  on?  Who  is  the  leader? 

Dr.  Salber.  In  my  hospital,  it  was  myself  and  a  psychologist  who 
initiated  this,  but  really  anybody  can  do  it  who  has  the  interest. 
One  of  the  things  that  we  hope  to  be  able  to  do  is  to  increase 
awareness  of  this  kind  of  model  for  other  hospitals  and  emergency 
departments,  but  really  it  doesn't  require  a  physician  or  an  emer- 
gency physician  particularly  to  be  the  leader  of  the  team.  It  re- 
quires somebody  with  interest  and  a  responsiveness  on  the  part  of 
hospital  administration  to  institutionalize  that  kind  of  team. 

Dr.  MacLeod.  In  our  hospital,  it  is  our  domestic  violence  advo- 
cate who  is  actually  an  employee  of  the  shelter  who  functions  in 
our  hospital,  and  she  is  the  one.  The  interdisciplinary  team  was  in 
place  but  she  organizes  it.  There  is  representation  from  the  hos- 
pital administration,  physicians,  nurses,  obstetrics  and  gynecology, 
trauma,  everybody  is  represented,  pastoral  care,  social  work,  and 
so  it  works  as  an  interdisciplinary  team.  She  is  actually  the  chair- 
man and  runs  the  show,  I  think  the  point  is  it  doesn't  have  to  be 
a  physician.  It  should  be  someone  who  has  the  interest  and  is  will- 
ing to  spend  the  time  doing  it. 

Ms.  Campbell.  But  what  is  clear,  is  it  does  need  institutional 
support.  There  needs  to  not  only  be  the  interest  and  the  commit- 
ment from  the  providers,  but  there  also  has  to  be  the  support  from 
administration  and  also  the  mechanisms  to  pay  for  this  kind  of 
care.  One  of  the  things  we  are  concerned  about  in  terms  of  health 
care  reform  is  will  there  be  reimbursable  kinds  of  categories 
around  domestic  violence  that  don't  require  that  the  woman  get  a 
psychological  diagnosis.  It  may  be  a  diagnosis  of  PTSD  or  depres- 
sion is  appropriate,  but  what  about  for  the  woman  who  does  not 
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get  that  psychiatric  diagnosis.  Will  there  be  any  mechanism  to  re- 
imburse providers  to  continue  to  care  for  her  and  her  children  in 
that  kind  of  preventive  safety  kind  of  concerned  way,  and  that  is 
one  of  the  issues  that  we  are  particularly  concerned  about. 
Mr.  Towns.  My  last  question. 

You  know,  I  think  that  most  of  the  emphasis,  what  we  are  hear- 
ing here  in  the  Congress  is  let  us  do  something  in  terms  of  women 
who  are  battered,  and  I  think  that  is  important.  I  think  we  should, 
and  I  think  we  must  do  more.  But  I  think  at  the  same  time  we  are 
not  stressing  the  fact  that  the  people  who  are  doing  it,  I  don't  think 
that  we  are  spending  enough  time  on  men  that  have  a  tendency  to 
abuse.  I  think  that  tnere  should  be  some  programs  on  their  behalf 
as  well  as  trying  to  intervene  and  stopping  the  violence.  We  cannot 
deal  solely  with  the  female. 

So  I  thmk  we  need  some  programs  for  males.  I  would  like  to  get 
any  of  your  views  on  that. 

Dr.  Salber.  I  agree  with  you.  I  think  it  is  extremely  important, 
and  as  I  said,  we  included  this  in  our  recommendations  to  the 
CDC.  The  problem  is  that  we  need  a  lot  of  information  before  pro- 
ceeding with  intervention.  We  need  to  understand  more  in  detail 
about  risk  factors.  When  we  do  make  recommendations  for  inter- 
vention, we  need  to  study  them  and  evaluate  them  and  be  sure 
that  they  work. 

For  example,  the  overall  recidivism  rate  of  men  who  go  through 
batterers  treatment  programs  is  very  high.  The  success  rate  is 
rather  low,  but  some  programs  do  have  successes.  We  need  to  take 
a  look  at  those  and  see  what  was  different  about  those  successful 
programs  compared  to  the  ones  which  weren't  successful  in  order 
to  develop  better  models,  but  I  think  it  is  extremely  important  that 
we  focus  on  intervention  and  hopefully  prevention  of  battering  by 
men. 

Ms.  Campbell.  I  absolutely  agree.  One  of  the  issues  is  that  most 
of  our  batterer  treatment  models  are  based  on  a  very  seriously  abu- 
sive man  who  has  been  arrested  and  mandated  into  batterer  treat- 
ment. What  we  don't  have  good  models  on  is  what  about  after  the 
first  push  or  shove  because  we  are  going  to — if  we  identify  men  at 
an  earlier  point  in  the  abuse  stream,  what  works  for  them,  and 
that  we  don't  know. 

We  also  know  that,  for  instance,  young  men  who  are  unem- 
ployed, this  is  a  risk  factor  for  domestic  violence.  We  need  to  pro- 
vide for  young  men  a  way  for  them  to  feel  like  they  really  meet  the 
manhood  requirements  of  this  society  without  having  to  beat  a 
woman,  and  that  is  a  very  important  issue,  both  in  terms  of  talking 
to  young  men,  programs  on  transition  to  manhood,  including  a 
component  on  gender  relationships,  conflict  resolution  programs  in 
our  schools  need  to  also  have  a  component  on  gender  conflict,  not 
just  male-male  kinds  of  conflict,  so  that  these  issues  are  brought 
to  the  attention,  and  then  we  need  to  do  some  structural  reform  in 
this  society  so  that  young  men  do  have  real  opportunities  because 
we  can't  iust  arrest  and  incarcerate  abusive  men,  that  is  not — that 
is  a  deaa  end  eventually.  We  need  to  come  up  with  some  creative 
ways  to  deal  with  this. 

Dr.  MacLeod.  I  have  three  young  children,  when  I  get  into  a 
stressful  moment  with  my  kids  I  revert  back  to  what  my  father  did 
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to  me,  even  though  I  say  I  will  never  do  that,  and  it  is  things  I 
say,  and  I  find  that  that,  to  me,  is  the  most  telling  evidence  that 
people  are  taught  that  violence  is  a  way  to  solve  interpersonal  rela- 
tions or  difficulties.  If  they  see  that  when  they  grew  up,  that  is 
what  they  are  going  to  revert  to  in  times  of  stress. 

I  think  there  has  to  be  an  even  more  fundamental  change  at  a 
societal  level  that  shows  people  that  is  not  what  it  is  all  about,  that 
there  is  a  difference.  I  think  sometimes  batterers  don't  even  know 
that  what  they  are  doing  is  wrong  because  that  is  the  way  their 
granddad  did  it,  and  that  is  the  way  their  dad  did  it,  and  they  did 
it  back  in  the  old  country.  And  to  break  that  is  a  very  fundamental 
change. 

If  you  look  at  old  TV  shows  you  will  see  the  people  smoked  and 
never  wore  seat  belts.  Now  you  watch  TV  and  people  wear  seat 
belts  and  don't  smoke.  We  need  to  see  changes  that  are  about  that. 

They  talk  about  contraception  and  protective  changes.  That  is 
the  kind  of  changes  where  domestic  violence  doesn't  have  the  stig- 
ma that  we  usually  assess  to  it.  I  guess  it  goes  back  to  whether 
you  fundamentally  believe  that  people  are  good  or  bad.  I  believe 
that  batterers  batter  because  that  is  probably  in  large  part  a 
learned  behavior.  You  have  to  break  with  a  learned  behavior.  If 
you  have  looked  at  any  of  the  studies,  they  show  that  learned  be- 
naviors  are  very  deeply  ingrained.  That  is  probably  why  there  is 
such  recidivism  in  those  treatment  programs.  They  are  very  strong 
and  they  are  very  hard  to  break  because  that  is  what  they  are 
taught  in  response  to  stress  so  I  have  no  solutions  to  that. 

Mr.  Towns.  I  thank  all  of  you  for  your  testimony  and  really 
think  you  have  been  extremely  helpful.  It  is  a  very  difficult  issue, 
and  that  I  think  that  in  order  to  come  up  with  a  solution  it  is  going 
to  require  teamwork,  team  effort  as  you  put  it,  and  I  think  that  we 
would  have  to  be  a  part  of  that  team  as  well.  We  must  make  cer- 
tain that  legislation  that  comes  out  of  here  really  helps. 

You  have  been  very  helpful  to  us  in  terms  of  our  decision  here. 
I  apologize  for  the  delays  and  apologize  again  for  my  colleague  who 
was  down  there  trying  to  protect  our  legislation.  The  subcommittee 
is  now  concluded. 

[Whereupon,  at  1:50  p.m.,  the  subcommittee  adjourned,  to  recon- 
vene subject  to  the  call  of  the  Chair.] 
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Opening  Statement 
Rep.  Donald  Payne 
Subcommittee  on  Human  Resources  and 
Intergovernmental  Relations 
Hearing:     "Domestic  Violence  As  a  Public 
Health  Issue" 
October  5,  1994 

Good  Morning.     Mr.  Chairman,   I  would  like  to  commend  you  for 
calling  this  hearing  today.     Also,   I  want  to  extend  my  regards  to 
the  witnesses  who  have  agreed  to  provide  us  with  their  testimony. 


With  the  advent  of  the  O.J.  Simpson  murder  trials,   there  is  a 
national  focus  on  the  larger  issue  of  domestic  violence.     And  as 
witnessed  by  the  nation,  domestic  violence  occurs  in  homes 
without  regard  to  race,  ethnicity,  or  socio-economic  status.  The 
psychological  impact  of  domestic  abuse  remains  with  its  victims 
throughout  their  lifetimes,   long  after  the  physical  evidence  of 
the  abuse  wears  off . 


More  than  one  million  women  are  impacted  by  domestic  violence 
each  year.     The  cost  of  these  violent  incidents  to  the  nation's 
trauma  centers  and  hospital  emergency  rooms  is  fueling  the  cost 
of  the  our  health  care  system,  because  nearly  a  third  of 
emergency  room  admissions  are  the  result  of  domestic  battery. 

And  although  99%  of  domestic  assaults  do  not  result  in  the  death 
of  the  victim,  many  women  not  only  suffer  physical  trauma,  but 
the  mental  and  emotional  trauma  of  living  in  fear  for  their 
lives . 


I  want  to  again  commend  Chairman  Towns  for  his  leadership  in 
confronting  this  issue,  because  domestic  violence  is  a  public 
health  issue  as  well  as  a  criminal  justice  issue. 

Recovery  for  the  victim  is  long  and  slow  when  they  do  manage  to 
escape  and  most  pass  this  tragic  legacy  from  one  generation  to  • 
the  next . 

Thank  you  Mr.   Chairman,  and  I  look  forward  to  the  testimony  of 
our  witnesses. 
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